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SAN DIEGO COUNTY

Introduction

Healthy People 2010 was a comprehensive series of health promotion and disease prevention objectives for the
nation to achieve during the first 10 years of this century. The document was designed to be used by states,
communities, organizations, groups, and individuals to help guide the planning and development of programs
to improve the health of the population.

Healthy People 2010 identified a variety of public health priorities, and aimed to achieve two overarching
goals:

1) increase quality and years of healthy life for individuals of all ages, and

2) eliminate health disparities between different groups of the population.

Each of 28 focus areas were developed into chapters by Federal agencies through consultation with subject
area experts, and built on the most recent available scientific knowledge. Specifically, concise goals in each of
the chapters address the overarching goals. Precisely defined objectives were written such that they would be
specific and measurable in order to monitor progress over time. The objectives were revisited in 2005 during
the Midcourse Review. The purpose of the review was to ensure that the objectives were still relevant and that
data or information was available to measure progress. As a result, many of the original objectives were
deleted.

To follow these objectives locally, the Healthy People 2010: Health Indicators for San Diego County was
prepared by the County of San Diego, Public Health Services Division of the Health & Human Services Agen-
cy. This document measures local progress toward reaching each of the Healthy People 2010 objectives. It is
designed for local agencies, organizations, groups, services, and individuals who have an interest in improving
the health of residents of San Diego County. For each objective, local data are provided, where available, to
compare to the national baseline and target.

Local data were matched to the Healthy People objectives, when possible. When local indicators were not di-
rectly comparable to the objective, the closest available data were used as proxies in order to measure progress
toward the objective. A detailed description of any differences between the Healthy People objective and the
available local data is included when appropriate.

Healthy People 2010: Health Indicators for San Diego County is a comprehensive document presenting a wide
range of local data. These data are meant to be used to monitor and track the health of residents, to increase
the quality and years of healthy life, and to eliminate existing disparities in the health of different populations.
The next Healthy People At-A-Glance and Full Report will begin to monitor Healthy People 2020 objectives.
For additional local health and demographic data, please go to www.sdhealthstatistics.com.



SAN DIEGO COUNTY

Chapter 1

Healthy People 2010 Goal: Improve access to comprehensive, high-

quality health care services

Access to quality health services across the entire con-
tinuum of care is essential to the physical, mental and
emotional well-being of an individual. Easily accessible,
high-quality care increases a person’s ability to improve
his or her own health. By making regular use of medi-
cal care, a person can expect improved health out-
comes and a better quality of life.

Financial, structural and personal barriers to receiv-
ing services include being unable to afford health
insurance, lack of health care facilities nearby, and
cultural or language differences. Special popula-
tions that face difficulties in accessing skilled care
include physically or mentally disabled people, the
elderly, chronically ill individuals, and HIV-infected
persons. People who are less likely to have a usual
source of care are minorities, young adults, individ-
uals with less than a high school education, and un-
insured persons.’

Having health insurance allows for sustained access
to a medical provider who can provide a broad
range of services, from the treatment of acute ill-
ness and injury to preventive services such as im-
munizations and blood pressure screening. The ina-
bility to pay for health insurance if it is not employ-
er provided poses a barrier to accessing quality
health services.

As a result, vast disparities exist between those who
have health insurance and those who do not. In 2009,
data from the National Health Interview Survey (NHIS)
showed that 58.5 million people - 19.4% of the popula-
tion - had been uninsured for at least part of the year
prior to the interview.” Uninsured children and adults
under the age of 65 years are less likely to have a regu-
lar source of health care or to have visited a health care
provider recently than their insured counterparts,’
leading to poor health outcomes.

The four major components of the health care system
include clinical preventive care, primary care, emergen-
cy services, and long-term and rehabilitative care.

Importance of Health Care
System Components

o Clinical services - offer disease
prevention at early, treatable stages.

e Primary care - provide integrated,
accessible health care services.

o« Emergency Services - access to
first-contact care.

« Long-Term Care and Rehabilitative Services-
offer services to improve functioning
and activities of daily living.




al Preventive Care
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Clinical preventive services refer to prevention or
health promotion activities performed in a health
care setting, and can help to improve outcomes for
the major causes of disease and death." Effective
clinical preventive services address both disease
prevention (primary prevention) and disease detec-
tion at early, treatable stages (secondary preven-
tion). Examples of these services include regular
physical examinations and screening tests, mammo-
grams, colorectal exams, and immunizations,
among others. Improving access to preventive ser-
vices means addressing barriers that involve the pa-
tient, provider, and system of care.!

Patient barriers include:

e Lack of knowledge

e Skepticism about effectiveness
¢ No usual source of primary care
e Lack of money/health insurance

Provider barriers include:

e Limited time

e Lack of prevention training

e Lack of perceived effectiveness

e Environments that fail to facilitate prevention

System barriers include:

o Lack of resources or attention devoted to pre-
vention

¢ Inadequate reimbursement

o Lack of systems to track quality

Increasing recognition of the critical role of preven-
tive services and improved collection and reporting
of data on the delivery of recommended services
will help promote the necessary shift in health care
to a prevention oriented system.1

1-1. Increase the proportion of persons
with health insurance.

Target: 100 percent (age-adjusted).

National Baseline: 83 percent of persons under age
65 years were covered by health insurance in 1997
(age adjusted to the year 2000 standard popula-
tion).

National Data source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: In San Diego County, according to the
2009 California Health Interview Survey, 86.1% of
persons under age 65 years had health insurance.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

1-2. Objective deleted by Federal
Government at midcourse review.




1-3. Increase the proportion of persons appro-
priately counseled about health behaviors.

Target and National Baseline:

Increase in Counseling 1995 or 2010
on Health Behaviors 2001 Target
Objective |Among Persons at Risk | Baseline

With a Physician Visit in
the Past Year Percent

Physical activity or exer-
1-3a. cise (adults aged 18 & 45 (2001) 54
older)

Diet and nutrition
1-3b. (adults aged 18 & older) 43 (2001) 36

Smoking cessation (adult
1-3c. smokers aged 18 & old- | 66 (2001) 72
er)

Risky drinking (adults

1-3d. aged 18 & older).

11 (2001) 17

) Unintended pregnancy
1-3f. (females aged 15-44) 19 (1995) 50

Prevention of sexually
transmitted diseases
(males aged 15-49; fe-
males aged 15-44)

1-3g. Not Developed

Management of meno-
1-3h. pause (females aged 45-| 40 (2001) 42
57)

National Data Sources: National Survey on Family
Growth (NSFG), CDC, NCHS; National Health Inter-
view Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
people ages 18 years and older. San Diego County
data reflect only those aged 12-17 years.

1-3a: In San Diego County, according to the 2009
California Health Interview Survey, 61.5% of ado-
lescents aged 12 through 17 years discussed exer-
cise or physical activity at their last physical exam.

1-3b: In San Diego County, according to the 2009
California Health Interview Survey, 63.9% of adoles-
cents aged 12 through 17 years discussed nutrition
at their last physical exam.

1-3c, 1-3d, 1-3f, 1-3g, 1-3h: No local data available
1-3e: Objective deleted at midcourse review.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/

(accessed 7/2012).




Primary care generally refers to medical care pro-
vided during a patient’s first contact with the medi-
cal system. More specifically, the Institute of Medi-
cine defines primary care as “the provision of inte-
grated, accessible health care services by clinicians
who are accountable for addressing a large majority
of personal health care needs, developing a sus-
tained partnership with patients, and practicing in
the context of family and community.”>

General practitioners and emergency departments
are common sites for primary care. However, hav-
ing a primary care provider who specializes in gen-
eral and family practice as a usual source of care
ensures greater benefits than using the emergency
department on an as-needed basis. This ensures
greater continuity of care, more comprehensive
health management, and appropriate referrals to
specialty care. Through primary care, individuals
are able to better manage their health and are less
likely to need emergency services.

i Primary Care
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1-4. Increase the proportion of persons
who have a specific source of ongoing care.

Target and National Baseline:

Increase in Persons With 1998 2010
Objective Specific Source of Ongo- | Baseline | Target
ing Care Percent
1-4a. All ages 87 96
Children and youth aged
1-4b. 17 years and under 93 97
1-4c. Adults 18 years and older 85 96

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 reflect per-
sons with a specific source of ongoing care. San Di-
ego County data reflect those who have a usual
place to go.

1-4a: In San Diego County, according to the 2009
California Health Interview Survey, 89.7% of per-
sons of all ages had a usual place to go when sick or
needed health advice.

1-4b: In San Diego County, according to the 2009
California Health Interview Survey, 93.8% of chil-
dren and youth had a usual place to go when sick or
needed health advice.

1-4c: In San Diego County, according to the 2009
California Health Interview Survey, 88.3% of adults
ages 18 years and older had a usual place to go
when sick or needed health advice.

Local Data Source: UCLA Center for Health
Policy Research, “2009 California Health
Interview Survey,” http://www.chis.ucla.edu/
(accessed 7/2012).




1-5. Increase the proportion of persons
with a usual primary care provider.

Target: 85 percent.

National Baseline: 77 percent of the population had
a usual primary care provider in 1996.

National Data Source: Medical Expenditure Panel
Survey (MEPS), AHRQ.

Local Data: No local data available.

1-6. Reduce the proportion of families that
experience difficulties or delays in obtaining
health care or do not receive needed care
for one or more family members.

Target: 7 percent.

National Baseline: 12 percent of families experi-
enced difficulties or delays in obtaining health care
or did not receive needed care in 1996.

National Data Source: Medical Expenditure Panel
Survey (MEPS), AHRQ.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 reflect all
family members with difficulties or delays in obtain-
ing needed health care. San Diego County data re-
flect only children and youth ages 0-17 years.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 4.6% of children and
youth aged 0 through 17 years experienced difficul-
ties or delays in obtaining health care or did not re-
ceive needed care.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

1-7. (Not Developed) Increase the inclusion of
sentinel core competencies in health
promotion and disease prevention in health
professions training.

Part 1:

Increase in percent of LCME-| 1998 2010
accredited medical schools | Baseline | Target
Objective [that include the competency

in required courses, for Med-

ical Doctor degree (MD) Percent
Counseling for health pro-

1-7a. motion and disease preven- 79 ND
tion

1-7b. Cultural diversity 87 ND

Target and National Baseline:

National Data Source: Liaison Committee on Med-
ical Education (LCME) Annual Medical School Ques-
tionnaire.

Local Data: No local data available.
*ND: Not Developed.
Part 2:

Increase in percent of COCA-
accredited medical schools | 2003-04| 2010
that include the competency | Baseline | Target

Objective in required courses, Osteo-

pathic medical doctor (D.O.

degree) Percent

Counseling for health pro-
1-7c. motion and disease preven- 95 ND
tion

1-7d. Cultural diversity 35 ND

Target and National Baseline:

National Data Source: Annual Report on
Osteopathic Medical Education, American
Association of Colleges of Osteopathic Medicine.

Local Data: No local data available.

*ND: Not Developed.
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Part 3:

Target and National Baseline:

Increase in percent of
schools of nursing that in- 1999 2010
clude the competency in re- | Baseline | Target

Objective|” .
J quired courses, Baccalaure-

1996-97
increase in Degrees Award- | Baseline | 2010
Objective led to Underrepresented (unless | Target
Populations noted)
Percent

ate-level nurse (B.S.N. de-

Percent
lgree)

Health professions, allied and associated health profes-
sions fields (For the baselines, health professions include
medicine, dentistry, pharmacy, and public health.)

Counseling for health pro-
1-7e. motion and disease preven- 91 ND
tion

1-7f. Cultural diversity 98 ND

National Data Source: American Association of Col-
leges of Nursing Survey on Women’s Health in the
Entry-level Baccalaureate Nursing School Curricu-
lum.

Local Data: No local data available.

*ND: Not Developed.

Part 4:

Increase in percent of NP
tracks in schools of nursing | 2000-01| 2010

Objective|that include the competency | Baseline [ Target
in required courses, Nurse

Practitioner (N.P. degree) Percent
Counseling for health pro-

1-7g. motion and disease preven- 94 ND
tion

1-7h. Cultural diversity 97 ND

Target and National Baseline:

National Data Source: Collaborative Curriculum
Survey, American Association of Colleges of Nursing
& National Organization of Nurse Practitioner Facul-
ties. Master’s Level Nurse Practitioner Educational
Programs.

Local Data: No local data available.

*ND: Not Developed.

1-8. In the health professions, allied and
associated health profession fields, and the
nursing field, increase the proportion of all
degrees awarded to members of un-
derrepresented racial and ethnic groups.

Target and National Baseline:

1-8a. Qranhg\:écan Indian or Alaska 0.6 1.0

1-8b. Asian or Pacific Islander 16.3 4.0*

1-8c. Black or African American 6.5 13.0

1-8d. Hispanic or Latino 5.2 12.0

Nursing

i i 0.7

1-8e. Qranhg\:écan Indian or Alaska (1995.96) 1.0

1-8f. Asian or Pacific Islander 3.2 4.0
(1995-96)

1-8g. Black or African American 6.9 13.0
(1995-96)

1-8h. Hispanic or Latino 34 12.0
(1995-96)

Medicine

1-8i. Qranhg\:écan Indian or Alaska 0.7 1.0

1-8j. Asian or Pacific Islander 16.0 4.0*

1-8k. Black or African American 7.0 13.0

1-8l. Hispanic or Latino 5.9 12.0

Dentistry

1-8m. Q;nﬁevrécan Indian or Alaska 0.5 10

1-8n. Asian or Pacific Islander 19.5 4.0*

1-80. Black or African American 5.1 13.0

1-8p. Hispanic or Latino 5.3 12.0

Pharmacy

1-8q. ﬁr:hgvrlecan Indian or Alaska 0.4 1.0

1-8r. Asian or Pacific Islander 17.5 4.0*

1-8s. Black or African American 5.7 13.0

1-8t. Hispanic or Latino 3.6 12.0

*The Asian or Pacific Islander population group has exceeded
its target, which represents the minimum target based on

this group’s estimated proportion of the population.
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National Data Sources: Survey of Predoctoral Den-
tal Educational Institutions, American Dental Associ-
ation; Profile of Pharmacy Students, American Asso-
ciation of Colleges of Pharmacy; AAMC Data Book:
Statistical Information Related to Medical Schools
and Teaching Hospitals, Association of American
Medical Colleges; Annual Data Report, American
Association of Schools of Public Health; Annual Sur-
vey of RN (Registered Nurse) Programs, National
League for Nursing, Center for Research in Nursing
Education and Community Health.

Local Data: No local data available.

1-9. Reduce hospitalization rates for three
ambulatory-care-sensitive conditions—
pediatric asthma, uncontrolled diabetes,
and immunization-preventable pneumonia
and influenza.

Target and National Baseline:

1996 2010

Reduction in Hospitaliza- Baseline | Target

Objective [tions for Ambulatory-Care-

Sensitive Conditions Admissions per

1-9a. Pediatric asthma—persons| 23.0 17.3
Uncontrolled diabetes—

1-9b. persons aged 18 to 64 7.2 5.4
years

Immunization-preventable
1-9c. pneumonia or influenza— 10.5 7.9
persons aged 65 years and

National Data Source: Healthcare Cost and Utiliza-
tion Project (HCUP), AHRQ.

Local Data:

1-9a: In San Diego County, the rate of hospitaliza-
tions due to pediatric asthma was 11.1 per 10,000
for persons aged 0 through 17 years, in 2009.

1-9b: In San Diego County, the rate of hospitaliza-
tion due to uncontrolled diabetes was 4.6 per
10,000 for persons ages 18 through 64 years, in
20009.

1-9c: In San Diego County, the rate of hospitaliza-
tions due to immunization-preventable pneumonia
or influenza was 4.5 out of 10,000 for persons aged
65 years and older in 2009.

Figure 1. Uncontrolled Diabetes Hospitalizations
by Region of Residence, Ages 18-64 Years, 2009

North Coastal 3.7
North Central 29
Central 6.3
South 55
East 5.6
North Inland 4.2

County 4.6

0.0 2.0 4.0 6.0 8.0
Actual Rate per 10,000 population

* Source: Hospital Discharge Data, (CA OSHPD), County of San Diego, Health
& Human Services Agency, EISB; SANDAG, Current Population Estimates,
10/2010.

Local Data Source: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human Ser-
vices Agency, EISB; SANDAG, Current Population
Estimates, 12/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.
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Emergency Services

Emergency services are an important component of
access to health care in the United States, bringing
timely, essential prehospital medical treatment to
patients. The most commonly used sources of
emergency care include prehospital emergency
medical services (EMS), poison control centers
(PCCs), and hospital-based emergency departments
(EDs).!

For the most critically injured or ill patients, emer-
gency services serve as the link between the onset
of symptoms and treatment in a hospital. Delays in
these services can lead to death or long-term disa-
bility."

For patients with less serious health problems,
emergency services may serve as the first contact
with the medical system. This initial contact can
provide an opportunity for referral to appropriate
primary or specialty care.’

Since the Emergency Medical Treatment and Active
Labor Act (EMTALA) was enacted in 1986, EDs are
required to evaluate and appropriately stabilize an-
yone seeking care, regardless of socioeconomic,
health or insurance status. Thus, EDs have become
an even more crucial component of the healthcare
system.

Emergency services are also more regularly serving
as a source of primary prevention by providing pre-
ventive care associated with the treatment of more
acute problems.

HP 2010 Indicators

1-10. Reduce the proportion of persons
who delay or have difficulty in getting
emergency medical care.

Target: 1.5 percent (age-adjusted).

National Baseline: 2.4 percent of persons ages 18
years and older who delayed, had trouble, or were
unable to get care from a hospital emergency room
during the past 12 months. (2001).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

1-11. Increase the proportion of persons
who have access to rapidly responding pre-
hospital emergency medical services.

Target and National Baseline:

Increase the proportion of 2002 2010
... _|persons covered by the Baseline | Target
Objective specified prehospital emer-
gency medical service Percent
1-11a. (Basic life support 91 100
1-11b. [Advanced life support 77 85
1-11c. [Helicopter 75 83
Prehospital access to online
1-11d. |\ cdical control 8 86
1-11le. |[Basic9-1-1 74 81
1-11f. [Enhanced 9-1-1 72 79
Two-way communication
1-118.  lhetween hospitals 68 75
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National Data Source: National Assessment of State
Trauma System Development, Emergency Medical
Services Resources, and Disaster Readiness for Mass
Casualty Events, Health Resources and Services Ad-
ministration (HRSA).

Local Data:

1-11a: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes basic life support.

1-11b: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes advanced life support.

1-11c: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes helicopter services.

1-11d: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes prehospital access to online
medical control.

1-11e: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes basic 9-1-1.

1-11f: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes enhanced 9-1-1.

1-11g: In San Diego County, according to Emergency
Medical Services, 100% of persons had access to
rapidly responding prehospital emergency medical
services that includes two-way communication be-
tween hospitals.

Local Data Source: County of San Diego, Emergen-
cy Medical Services (EMS).

1-12. Establish a single toll-free telephone
number for access to poison control centers
on a 24-hour basis throughout the United
States.

Target: 100 percent.

National Baseline: 15 percent of poison control
centers shared a single toll-free number in 1999.

National Data Source: American Association of Poi-
son Control Centers Survey, U.S.
Poison Control Centers.

Local Data: In San Diego County, according to
Emergency Medical Services, a single toll-free num-
ber for access to poison control centers exists on a
24-hour basis. The California Poison Action Line
number, which is a service of the California Poison
Control System, is 1-800-222-1222.

1-13. Increase the number of Tribes, States,
and the District of Columbia with State-
level trauma system facilitation and
coordination of Statewide defined criteria.

Target and National Baseline:

2002 2010
Objective Baseline | Target
Number

Presence of active multi-

1-13a. |[disciplinary trauma adviso-{ 29 51
ry committee
Defined process for desig-

1-13b. nating trauma centers 34 °1
Use of American College

) of Surgeons (ACS) stand-

1-13c. ards for trauma center 34 51
verification
Use of on-site survey

1-13d teams for trauma center 36 51
verification
Pre-hospital triage criteria

1-13e allowing for the bypass of 27 51
non-designated hospitals
Standardized inter-

1-13f hospital transfer protocols 23 >1

National Data Source: Federal Trauma-
Emergency Medical Services System Program
Survey, Health Resources Services
Administration (HRSA).
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2002 2010
Baseline | Target

Objective
Number

Policies describing the

1-13g types of patients who 23 51
should be transferred
Process to monitor and

1-13h evaluate trauma system 30 51
outcomes

1-13i Trauma system plan 32 51

Local Data:

1-13a: In San Diego County, according to Emergency
Medical Services, there is an active multidisciplinary
trauma advisory committee.

1-13b: In San Diego County, according to Emergency
Medical Services, there is a defined process for
trauma center design.

1-13c: In San Diego County, according to Emergency
Medical Services, American College of Surgeons
(ACS) standards are used to verify trauma centers.

1-13d: In San Diego County, according to Emergency
Medical Services, on-site survey teams are used to
verify trauma centers.

1-13e: In San Diego County, according to Emergency
Medical Services, prehospital triage criteria allow
for the bypass of non-designated hospitals.

1-13f: In San Diego County, according to Emergency
Medical Services, standardized inter-hospital trans-
fer protocols are used.

1-13g: In San Diego County, according to Emergency
Medical Services, policies describing the types of
patients who should be transferred were utilized.

1-13h: In San Diego County, according to Emergency
Medical Services, a process to monitor and evaluate
trauma system outcomes exist.

1-13i: In San Diego County, according to Emergency
Medical Services, a trauma system plan is utilized.

1-14. Increase the number of States and
the District of Columbia that have imple-
mented guidelines for pre-hospital and hos-
pital pediatric care.

1-14a: Increase the number of States and the Dis-
trict of Columbia that have implemented statewide
pediatric protocols for online medical direction.

Target: 51.

National Baseline: 18 States had implemented
statewide pediatric protocols for online medical di-
rection in 1997.

National Data Source: Emergency Medical Services
for Children Annual Grantees Survey, HRSA.

Local Data: In San Diego County, according to
Emergency Medical Services, pediatric protocols for
online medical direction have been implemented.

1-14b. Increase the number of States and the Dis-
trict of Columbia that have adopted and dissemi-
nated pediatric guidelines that categorize acute
care facilities with the equipment, drugs, trained
personnel, and other resources necessary to pro-
vide varying levels of pediatric emergency and
critical care.

Target: 51.

National Baseline: 11 States had adopted and dis-
seminated pediatric guidelines that categorize acute
care facilities with the equipment, drugs, trained
personnel, and other resources necessary to pro-
vide varying levels of pediatric emergency and criti-
cal care in 1997.

National Data Source: Emergency Medical Services
for Children Annual Grantees Survey, HRSA.

Local Data: In San Diego County, according to Emer-
gency Medical Services, emergency pediatric guide-
lines have been adopted and disseminated.
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Long-Term Care and
Rehabilitative Services

Long-term care and rehabilitative services are a nec-
essary component of access to quality health care
for individuals possessing physical or mental condi-
tions that limit their ability to care for themselves.
This population includes people of all ages who
need assistance performing activities of daily living,
such as personal care or other routine activities.

The goals of long-term care and rehabilitative ser-
vices are to improve functioning, maintain existing
functioning, return individuals to their maximum
level of functioning, or slow the deterioration of
functioning.

Long-term care and rehabilitative services include
nursing home care, home health care, adult day
care, assisted living, and hospice care.' Many indi-
viduals have limited access to these services due to

financial barriers and the limited availability of spe-
cific services.

HP 2010 Indicators

1-15. Reduce the proportion of adults with
long-term care needs who do not have ac-
cess to the continuum of long-term care ser-
vices.

Target and National Baseline:

Reduce percent of persons
aged 65 years and older with | 2001 | 2010
long-term care needs who Baseline| Target

Objective | oeded the specific care listed

during the past 12 months

and did not receive this care. Percent*
1-15a. |Home health care 9.6 7.7
1-15b. |Adult day care 2.9 2.3
1-15c.  |Assisted living 3.3 1.8
1-15d. |Nursing home care 1.1 0.9

*Percent is age adjusted.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available

1-16. Reduce the proportion of nursing
home residents with a current diagnosis of
pressure ulcers.

Target: 8 diagnoses per 1,000 residents.

National Baseline: 16 diagnoses of pressure ulcers per
1,000 nursing home residents were made in 1997.

National Data Source: National Nursing
Home Survey (NNHS), CDC, NCHS.
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Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
all nursing home residents as a rate per 1,000 resi-
dents. San Diego County data reflect pressure ul-
cers as an average percent by risk and length of
stay.

In San Diego County, 13% of high-risk, long-stay res-
idents had pressure ulcers.

In San Diego County, 3% of low-risk, long-stay resi-
dents had pressure ulcers.

In San Diego County, 20% of short-stay residents
had pressure ulcers.

Local Data Source: Nursing Home Compare,
www.medicare.gov/NHCompare/home.asp
(accessed 2/10/09).
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SAN DIEGO COUNTY
Chapter 2

Healthy People 2010 Goal: Prevent illness and disability related to arthritis
and other rheumatic conditions, osteoporosis, and chronic back conditions.

Arthritis, osteoporosis and other chronic back conditions are musculoskeletal disorders that greatly impact ones’ quality
of life. The prevention and treatment of these conditions are key to limiting the associated pain and disability.

As the baby-boomers age, the number of people aged 65 years and older will increase dramatically. Current
demographic trends indicate that people will need to continue working at older ages, which increases the
adverse social and economic consequences of activity limitation and disability."




Arthritis is a term that means joint inflammation,
and is used to describe more than 100 rheumatic
diseases and conditions affecting the joints, tissues
surrounding the joint, and other connective tissue.
It is the most common cause of disability in the
United States, affecting one out of every five adults
- or more than 46 million individuals.?

Arthritis limits the independence of affected per-
sons and disrupts the lives of family members. As a
greater proportion of the population suffers from
arthritis due to the increasing number of older
adults, more emphasis will be placed on improving
quality of life.

Arthritis affects people of all ages and racial/ethnic
groups, but is more common among women and
older adults. Other risk factors include lower levels
of education and income, obesity, joint injuries, in-
fections, and certain occupations.

For people with arthritis, physical activity and weight
management has been shown to improve function,
decrease pain, and delay dis-
ability. Avoiding repetitive
motions due to sports or oc-
cupational activities will re-
duce the risk of developing
osteoarthritis. While there is
no cure for the disease, regu-
lar doctor visits to help man-
age the condition can de-
crease pain and improve
function.

o Arthritis

HP 2010 Inalcator

2-1. Reduce the mean level of joint pain
among adults with doctor-diagnosed
arthritis.

Target: 5.3 mean pain level response (age-
adjusted).

National Baseline: 5.6 was the mean pain level re-
sponse among persons aged 18 years and older
with doctor-diagnosed arthritis in 2002 who report-
ed joint pain in the past 30 days (age adjusted to
the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

2-2. Reduce the proportion of adults with
doctor-diagnosed arthritis who experience
a limitation in activity due to arthritis or
joint symptoms.

Target: 33 percent (age-adjusted).

National Baseline: 36 percent of adults aged 18
years and older with doctor-diagnosed arthritis ex-
perienced a limitation in activity due to arthritis or

joint symptoms in 2002 (age adjusted to the year
2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




2-3. Reduce the proportion of all adults with
doctor-diagnosed arthritis who have difficulty
in performing two or more personal care
activities, thereby preserving independence.

Target: 1.5 percent (age-adjusted).

National Baseline: 2.1 percent of adults aged 18
years and older with doctor-diagnosed arthritis ex-
perienced difficulty performing two or more per-
sonal care activities in 2002 (age adjusted to the
year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

2-4. Increase the proportion of adults with
doctor-diagnosed arthritis who receive
health care provider counseling.

Target and National Baseline:

2-5. Reduce the impact of doctor-diagnosed
arthritis on employment in the working-
aged population.

Target and National Baseline:

Reduce the impact of doctor- | 2002 | 2010
diagnosed arthritis on em- Baseline*| Target

Objective lployment in the working-
aged population. Percent
Reduction in the unemploy-

2-5a. ment rate among adults with 33 27

doctor-diagnosed arthritis

Reduction in the proportion
of adults with doctor-
2-5b. diagnosed arthritis who are 30 23
limited in their ability to work
for pay due to arthritis.

Increase the proportion of
adults with doctor- 2002 2010

Objective|diagnosed arthritis who re- |Baseline| Target
ceive health care provider

counseling.

Percent
For weight reduction among
2-4a. overweight and obese per- 35 46
sons.
>-4b. Ei(;réphysical activity or exer- 57 67

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

* Age adjusted to the year 2000 standard population.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

2-6. Eliminate racial disparities in the rate
of total knee replacements among persons
aged 65 years and older.

Target: O percent.

National Baseline: In 2002, 34 percent difference
between white and black rates of total knee re-
placements among persons aged 65 years and old-
er.

National Data Source: Medicare Part A and B, CMS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 objective is
based on Medicare data. San Diego County data
include all insurance types.

In San Diego County, hospitalization rates due to
knee replacements were 19.3% lower among Blacks
compared to Whites aged 65 years and older, in
20009.

Local Data Source: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health &
Human Services Agency, EISB; SANDAG,
Current Population Estimates, 10/2010.




Prepared by County of San Diego, Health & Human
Services Agency, Community Health Statistics,
12/2011.

2-7. Increase the proportion of adults with
chronic joint symptoms who have seen a
health care provider for their symptoms.

Target: 73 percent.

National Baseline: 70 percent of adults aged 18
years and older who reported chronic joint symp-
toms saw a health care provider for their symptoms
in 2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

2-8. Increase the proportion of adults with
doctor-diagnosed arthritis who have had .
effective, evidence-based arthritis educa- .Arthr|t|s Is not
tion as an integral part of the management justan old-age
of their condition. disease - even
children can
suffer from
joint pain and
arthritis!

Target: 13 percent.

National Baseline: 11 percent of adults aged 18
years and older with doctor-diagnosed arthritis had
effective, evidence-based arthritis education as an
integral part of the management of their condition
in 2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




(Osteoporosis

Osteoporosis is a disease characterized by low bone
mass and the deterioration of bone tissue. This
leads to fragile bones and an increased risk of frac-
ture, particularly in the wrist, vertebrae and hip.?
Approximately 10% of persons ages 50 years and
older in the United States have osteoporosis.

Women are at greater risk than men for the dis-
ease; roughly one in six women are at risk, com-
pared to one in thirty-three men.”* Risk also increas-
es with age, is higher in whites, postmenopausal
women, people with small frames, individuals who
are physically inactive, and those with a diet low in
calcium and vitamin D.?

Several lifestyle changes can halt the progression of
osteoporosis. Regular exercise, especially weight
bearing activities, and an increased intake of calci-
um and vitamin D can help strengthen muscle and
increase bone mass.

Osteoporosis is
preventable and
treatable, but
many individuals
are not diagnosed
until they sustain a
fracture. People at
risk should talk to
their doctor about
screening for bone
loss.

HP 2010 Indicator

2-9. Reduce the proportion of adults with
osteoporosis.
Target: 8 percent (age-adjusted).

National Baseline: 10 percent of adults aged 50 years
and older had osteoporosis as measured by low total
femur bone mineral density (BMD) in 1988—94 (age
adjusted to the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

2-10. Reduce the proportion of adults who
are hospitalized for vertebral fractures
associated with osteoporosis.

Target: 14.0 hospitalizations per 10,000 adults aged
65 years and older (age-adjusted).

National Baseline: 17.5 hospitalizations per 10,000
adults aged 65 years and older were for vertebral
fractures associated with osteoporosis in 1998 (age
adjusted to the year 2000 standard population).

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County are not directly
comparable to the Healthy People objective; San
Diego County data reflect only the primary
diagnosis. Healthy People reflect any diagnosis
(primary or other).

In San Diego County, the rate of hospitalizations for
vertebral fractures associated with osteoporosis
was 10.9 per 10,000 adults aged 65 years and older
in 2009, age-adjusted.

Local Data Source: Hospital Discharge Data,

(CA OSHPD), County of San Diego, HHSA,EISB;
SANDAG, Current Population Estimates,

10/2010.



Back pain is common, affecting 15 to 45 percent of
people each year. Up to 85 percent of people have
back pain at some point in their lives." Back pain
ranges from a dull, constant ache to a sudden,
sharp pain, leaving a person incapacitated.* Chronic
back pain is typically pain lasting for more than 7 to
12 weeks, pain lasting beyond the expected period
of healing, or frequently recurring back pain.1

Work related risk factors include heavy physical work,
lifting, forceful movements, whole body vibration and
awkward postures. Other risk factors include those
that cannot be modified, such as age, gender, body
type, personal history and spinal abnormalities, as well
as modifiable risk factors including weight, physical fit-
ness, smoking, lumbar flexibility, trunk muscle strength,
and hamstring elasticity."

2-11. Reduce activity limitation due to
chronic back conditions.

Target: 25 adults per 1,000 population aged 18
years and older (age-adjusted).

National Baseline: 32 adults per 1,000 population
aged 18 years and older experienced activity limita-
tion due to chronic back conditions in 1997 (age ad-
justed to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

W

1 U.S. Department of Health and Human Services. “Arthritis,
Osteoporosis, and Chronic Back Conditions” in Healthy People
2010. 2nd ed. With Understanding and Improving Health and
Objectives for Improving Health. 1 vols. (Washington, DC: U.S.
Government Printing Office. November 2000), http://
www.healthypeople.gov/2010/Document/pdf/
Volume1/02Arthritis.pdf (Accessed August 28,2012).

2 Centers for Disease Control and Prevention, “Arthritis”,
http://www.cdc.gov/arthritis/, July 2012, (Accessed Septem-
ber 5, 2012).

3 Centers for Disease Control and Prevention, “Nutrition for
Everyone: Calcium and Bone Health”, http://www.cdc.gov/
nutrition/everyone/basics/vitamins/calcium.html, April 2011
(Accessed September 5, 2012).

4 U.S. Department of Health and Human Services. “Arthritis,
Osteoporosis, and Chronic Back Conditions” in Healthy
People 2010 Midcourse Review,
http://www.healthypeople.gov/2010/data/midcourse/pdf/
fa02.pdf, (Accessed September 5, 2012).




SAN DIEGO COUNTY

Chapter 3

Healthy People 2010 Goal: Reduce the number of new cancer cases as
well as the illness, disability, and death caused by cancer.

Cancer is a leading cause of death in the United Cancer Risk Factors
States, second only to heart disease. More than

one million people are diagnosed with new cases of
cancer every year,' and more than half a million die
from the disease.’ o Age, race and sex

« Genetic factors and family history

« Low income or inadequate insurance
« Tobacco use

« Exposure to secondhand smoke

Many factors contribute to a person’s risk
of getting different cancers, incIuding:’5

Cancer is a term used to describe a group of diseases in
which abnormal cells divide uncontrollably and invade
other tissues. Cancer cells can then spread to other
parts of the body through the blood and lymph sys-

tems.? + Obesity
o Physical inactivity
There are more than 100 different types of cancer, « Poor diet - high fat, low fiber

which are typically named for the organ or type of
cell in which they first invade. The most common .

. . « Infectious agents
cancer sites, accounting for more than half of all

cancers, are the lung and bronchus, prostate, fe- « Exposure to ultraviolet radiation
male breasts, and colon and rectum. « Chemical and other substances

« Heavy alcohol and/or drug use

Survival rates vary by type of cancer, but for all cancers,
a relative 5-year survival rate of 65 percent is seen. This
means that 65 out of 100 people who were diagnosed
with cancer will be alive after 5 years. Based on rates
from 2007-2009, the lifetime risk of being diagnosed
with any type of cancer is 41.2 percent.* In other
words, more than two out of five people will develop
cancer in their lifetime.




A person’s risk for cancer can be greatly reduced by
adopting a healthier lifestyle. This includes avoiding
tobacco use, increasing physical activity, maintain-
ing a healthy weight, improving nutrition, and
avoiding sun exposure.1

Cancers that can be prevented or detected earlier
through screening account for half of all cases in
the United States." Thus, the availability and acces-
sibility of cancer screening, information, and refer-
ral services are essential for reducing high rates of
new cancer and death.

Cancer Prevention Tips

» Reduce or avoid exposure to carcinogens
such as tobacco

» Eatabalanced diet including fruits, vege-
tables, whole grains and fiber

o Reduce fats and preservatives in the diet

» Exercise regularly

o Reduce or avoid exposure to the sun

» Obtain adequate and consistent rest

 Eliminate or reduce stress

» Have annual health check-ups

» Enjoy relaxation and leisure time

 Practice self-examination

» Seekimmediate medical care if cancer is
suspected

Local Findings

In 2009, cancer surpassed heart dis-
ease as the leading cause of death for
the first time in San Diego County
and has remained higher since then.
-Death, 2007, 2009

Lung cancer was the leading cause of
cancer death for both males and females.
-Death, 2000-2009

San Diego County has exceeded HP2010

goal for overall cancer deaths . -peath,
2009




HP 2010 Indicator

3-1. Reduce the overall cancer death rate.
Target: 158.6 deaths per 100,000 population (age-adjusted).

National Baseline: 200.8 cancer deaths per 100,000 population occurred in 1999 (age adjusted to the year
2000 standard population).

National Data Source: National Vital Statistics System (NVSS), CDC, NCHS.
Local Data: In San Diego County, the age-adjusted cancer death rate was 150.1 per 100,000 in 2009.

Local Data Source: Death Statistical Master Files (CA DPH), County of San Diego, Health & Human Services Agency,
EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by County of San Diego, Health & Human Services
Agency, Community Health Statistics, 2010.

Detailed Local Data: Regional level data is available by gender, race/ethnicity and age (Figure 1).
____________________________________________________________________________________________________________________________________________________________________|

Figure 1. Overall Cancer’ Deaths Among San Diego Residents by Region of Residence, 2009

North North North
Coastal Central Central South East Inland County

No. |Rate*| No. |Rate*| No. |[Rate* | No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*

County age-
adjusted rate*

Total** | 750 {139.6|882 |141.3| 645 | 125.6| 666 | 144.6| 829 | 176.0| 940 | 162.3|4,734|148.6 150.1

Gender
Male 384 [138.9|468 [150.9| 360 |138.5| 360 |157.4| 426 |185.3| 515 (181.4(2,528 |159.1 182.7
Female 366 (140.5|/4141131.9| 285 |112.4| 306 |131.9| 403 |167.2| 425 |143.9|2,206|138.2 125.9

Race/
Ethnicity

White 622 |196.8| 716 [185.3| 318 |232.2| 290 | 256.4| 695 |232.1| 768 |230.2 |3,426 |216.1 157.9
Black 14 | 62.7 | 24 |118.8| 117 |176.4| 23 |113.3| 26 |102.3| 15 |127.5| 221 |132.9 205.9

Hispanic | 68 |45.5| 58 | 71.6 | 122 | 56.2 | 264 |105.5| 73 | 71.2 | 85 | 52.5 | 672 | 69.8 139.0

APl 36 |120.6| 77 | 72.0 | 83 |116.2| 83 |134.5| 25 |128.2| 56 |112.4| 361 |106.4 113.2

Other# 10 | 51.7| 6 | 20.3 5 23.2 5 32.7 9 374 | 13 | 589 | 48 | 364 60.2
Age Group

0-14 <5 § <5 S <5 S <5 S <5 8 <5 S 16 2.5
15-24 <5 § <5 § <5 § <5 § <5 § 5 5.7 18 3.6
25-64 210 | 77.2 1234 | 66.3 | 213 | 76,5 | 198 | 85.8 | 232 | 92.6 | 276 | 92.4 |1,371| 81.4

65+ 532 |873.4| 645 |797.6| 430 |945.8 | 460 |950.5| 592 |1025.2| 657 |877.9|3,329|904.1

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population

** Numbers may not add up to totals due to unknown or missing details.

t Overall Cancer Death refers to (underlying cause of death) ICD-10 codes CO0-C97.

1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




Lung cancer is the leading cause of cancer death for
both men and women in the United States.” Among
males, more deaths occur because of lung cancer than
of colon, breast, and prostate cancers combined. It was
estimated that in 2009, there would be 219,440 new
cases and 159,390 deaths due to lung cancer in the
United States.®

Lung cancer is cancer that forms in the lung tissues, usual-
ly in the cells that line air passages.® Known risk factors
include: cigarette smoking, cigar and pipe smoking, expo-
sure to secondhand smoke, con- -

taminants such as radon gas or as-
bestos, personal history of lung
disease or cancer, and family histo-
ry of lung cancer.’

Tobacco use is the major cause
of lung cancer in the United
States; 90% of lung cancer deaths in men and 80% in
women are due to smoking.” Quitting smoking will
greatly lower the risk of getting lung cancer. After 10
years of abstinence, the risk of lung cancer is reduced
by 30 to 50 percent.2

Lung cancer risk can also be reduced by limiting expo-
sure to secondhand smoke and other environmental
contaminants. This can be done by not allowing
smoking in the home or car, and purchasing a kit to
measure the radon in your home if you live in an area
with high radon levels. Protective equipment should
be used if exposures to known carcinogens occur at
work. For people with a personal or family history of
lung cancer, a physician visit can help determine if
screening is necessary.lo

HP 2010 Indicator

3-2. Reduce the lung cancer death rate.

Target: 43.3 deaths per 100,000 population (age-
adjusted).

National Baseline: 55.5 lung cancer deaths per
100,000 population occurred in 1999 (age adjusted
to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
lung cancer death rate was 35.7 per 100,000 resi-
dents in 2009.

Local Data Source: Death Statistical Master Files (CA DPH),
CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current Pop-
ulation Estimates, 10/2010.

Detailed Local Data: The County age-adjusted lung
cancer death rate decreased from 50.3/100,000 in
2000 to 35.7/100,000 in 2009 (Figure 2). Regional
level data is available by gender, race/ethnicity and
age (Figure 3).

Figure 2. Lung Cancer Deaths by Year
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¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database
accessed 7/25/2012: http://wonder.cdc.gov/cmf-icd10.html.



Figure 3. Lung Cancer’ Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. [Rate*| No. |Rate* | No. |Rate* | No. |Rate*| No. [Rate*| No. |Rate*
Total** | 164 | 30.5 | 189 | 30.3 | 152 | 29.6 | 148 | 32.1 | 236 | 50.1 | 211 | 36.4 |1,105]| 34.7 35.7
Gender
Male 86 [31.1|98 |316| 97 | 373 | 90 | 39.4 | 120 | 52.2 | 121 | 42.6 | 614 | 38.6 45.0
Female | 78 (299 |91 |29.0| 55 | 21.7 | 58 | 25.0 | 116 | 48.1 | 90 | 30.5 | 491 | 30.8 28.6
Race/
Ethnicity
White | 141 | 44.6|158|40.9 | 89 | 65.0 | 85 | 75.1 | 205 | 68.5 | 179 | 53.7 | 861 | 54.3 40.1
Black <5 § | <5 § 27 | 40.7 | <5 § 8 | 315 ]| <5 § 47 | 28.3 43.8
Hispanic | 6 | 40| 9 |111| 16 | 74 | 38 | 152 | 10 | 98 | 10 | 6.2 89 | 9.2 20.3
APl 10 |335| 18 | 16.8| 20 | 28.0 | 22 | 356 | 10 | 513 | 14 | 28.1 | 94 |27.7 29.7
Other# <5 § <5 § <5 § <5 § <5 § <5 § 11 | 8.3 14.9
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 38 {14032 | 9.1 | 45 |16.2 | 31 | 134 | 53 |21.2 | 55 | 184 | 255 | 15.1
65+ 126 |206.9| 157 |194.1| 107 |235.4| 116 | 239.7 | 183 |316.9| 156 |208.5| 849 |230.6

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

T Lung Cancer Death refers to (underlying cause of death) ICD-10 codes C33-C34.

Tt APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




Among women in the United States, breast cancer is
the most common cancer diagnosed, accounting for
about 15 percent of cancer deaths.” It was estimated
that in 2009, there would be 192,370 new cases of inva-
sive breast cancer and 40,170 deaths due to breast can-
cer among females.™

Breast cancers begin in the breast tissue. The type
of breast cancer depends on
where in the breast the cancer -,_"\f'.l".‘
cells are located, most com- [
monly in the ducts or the
lobes.'"*?

Many breast cancer risk fac-
tors, such as age, family histo-
ry of breast cancer, reproduc-
tive history, younger age at first menstrual period,
starting menopause at a later age, dense breast tis-
sue, previous breast disease, and race/ethnicity,
cannot be changed. However, being overweight
after menopause is a modifiable risk factor that is
subject to prevention efforts.”*>

One of the best ways in which older women can re-
duced their risk of developing breast cancer is by
avoiding weight gain through diet and regular exer-
cise. Other ways to reduce the risk of breast cancer
include not taking hormone replacement therapy or
oral contraceptives for long periods of time and reduc-
ing the consumption of alcohol to not more than one
alcoholic drink per day.*™> Women should also know
family history of breast cancer.™*

Regular screening to detect pre-cancerous cells or tu-
mors includes breast self-exams and clinical breast ex-
ams, as well as mammography every one to two years
after the age of 40." However, in 2009, the U.S. Pre-
ventive Services Task Force revised their mammogra-
phy screening guidelines. They recommend that wom-
en of average risk should wait until they are 50 to have
a routine biannual mammogram.*

Breast Cancer

HP 2010 Indicator

3-3. Reduce the breast cancer death rate.

Target: 21.3 deaths per 100,000 females (age-
adjusted).

National Baseline: 26.6 breast cancer deaths per
100,000 females occurred in 1999 (age adjusted to the
year 2000 standard population).

National Data Source: National Vital Statistics System
(NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
breast cancer death rate was 23.3 per 100,000 female
residents in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, EISB, 12/12/2011; SANDAG,
Current Population Estimates, 10/2010.

Detailed Local Data: The County age-adjusted rate
decreased between 2000 and 2009. It has been com-
parable to California and to the U.S. since 2003 (Figure
4). Regional level data is available by gender, race/
ethnicity and age (Figure 5).

Figure 4. Female Breast Cancer Deaths by Year
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12/12/2011; SANDAG, Current Population Estimates, 10/2010.
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Figure 5. Female Breast Cancer’ Deaths Among San Diego Residents by Region of Residence, 2009

North North North
Coastal Central Central South East Inland County
No. |[Rate*| No. |Rate*| No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*| No. |Rate*

County age-
adjusted rate*

Total** 69 | 26582 |26.1| 53 (209 | 50 | 215 | 68 | 282 | 84 | 284 | 406 | 254 23.3
Gender
Male
Female 69 |265| 82 |261| 53 |209| 50 215 | 68 | 28.2 | 84 | 284 | 406 | 254 23.3
Race/
Ethnicity
White 57 371|172 (372 | 24 | 371 | 13 | 243 | 56 | 36.6 | 67 | 389 | 289 | 36.6 25.4
Black <5 § <5 § 11 | 33.0 | <5 § <5 § <5 § 18 | 22.8 27.5
Hispanic 7 9.7 | <5 § 10 9.3 30 | 23.2 8 153 | 10 | 126 | 69 | 143 21.0
APl 5 31.0| <5 § 7 19.0 | <5 § <5 § 5 18.9 26 | 145 14.0
Othert <5 § <5 § <5 § <5 § <5 § <5 § <5 § §

Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 31 | 23230 |17.2| 27 | 199 | 25 | 21.5| 33 | 25.8 | 34 | 22.4 | 180 | 21.4

65+ 38 [109.5| 52 |112.2| 26 |101.1| 24 | 8.8 | 35 |107.5| 50 |119.6| 225 |107.6

* Rates per 100,000 female population. Age-adjusted rates per 100,000 2000 US standard female population.

** Numbers may not add up to totals due to unknown or missing details.

t Female Breast Cancer death refers to (underlying cause of death) ICD-10 code C50.

t1 API includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




Cervical Cancer

Cervical cancer used to be the leading cause of can-
cer death for women in the United States. Howev-
er, the number of new cases and deaths have de-
creased significantly due to regular Pap testing,
which can identify cervical pre-cancer before it be-
comes cancer.® It was estimated that in 2009, there
would be 11,270 new cases and 4,070 cervical can-
cer deaths.®

Cervical cancer starts in the cervix, or the lower, narrow
end of the uterus. Cervical cancer is highly preventable
due to screening and a vaccine to prevent HPV. If
found early, cervical cancer is treatable and associated
with high rates of survival."’

The most common cause of cervical cancer is the
human papillomavirus (HPV) infection, which is
spread mostly through sexual contact. Cigarette
smoking and exposure to secondhand smoke have
also been shown to increase the risk of cervical can-
cer. Other factors that may increase risk include a
high number of full-term pregnancies and long-term
use of oral contraceptives.'®

To decrease the risk of cervical cancer, it is recom-
mended that women prevent HPV infection by avoid-
ing sexual activity, using barrier protection such as a
condom, and/or getting an HPV vaccine. Women
should also get regular pelvic exams and Pap tests to
screen for abnormal cells in the cervix.'®

Fallopian Tubes

HP 2010 Indicator

3-4. Reduce the death rate from cancer of
the uterine cervix.

Target: 2.0 deaths per 100,000 females (age-
adjusted).

National Baseline: 2.8 cervical cancer deaths per
100,000 females occurred in 1999 (age adjusted to
the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
cervical cancer death rate was 2.1 per 100,000
female residents in 2009.

Local Data Source: Death Statistical Master Files (CA DPH),
CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current Pop-
ulation Estimates, 10/2010.

Detailed Local Data: The County age-adjusted rate
has remained below the California and U.S. rates
since 2002 (Figure 6). Regional level data is availa-
ble by gender, race/ethnicity and age (Figure 7).

Figure 6. Cervical Cancer Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database
accessed 7/25/2012: http://wonder.cdc.gov/cmf-icd10.html.



Figure 7. Female Cervical Cancer' Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate* | No. |Rate*| No. |Rate*
Total** <5 § <5 § 6 2.4 7 3.0 6 2.5 7 2.4 34 2.1 2.1
Gender
Male
Female <5 § <5 § 6 2.4 7 3.0 6 2.5 7 2.4 34 2.1 2.1
Race/
Ethnicity
White <5 § <5 § <5 § <5 § <5 § <5 § 13 1.6 15
Black <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Hispanic | <5 § <5 § <5 § <5 § <5 § <5 § 15 3.1 4.9
APl <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Othert <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 <5 § <5 § <5 § <5 § <5 § 5 3.3 23 2.7
65+ <5 8 <5 8 <5 § <5 § <5 § <5 8 11 5.3

* Rates per 100,000 female population. Age-adjusted rates per 100,000 2000 US standard female population.

** Numbers may not add up to totals due to unknown or missing details.

t Cervical Cancer death refers to (underlying cause of death) ICD-10 code C53.

tt APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




Colorectal Cancer

Colorectal (colon and rectal) cancer is the second
leading cause of cancer-related death in the United
States.” An estimated 146, 970 new cases of colo-
rectal cancer and 49,920 deaths were expected in
2009.° Colorectal cancer affects both men and
women of all racial groups. When estimated sepa-
rately by gender, colorectal cancer is the third lead-
ing cause of cancer death for females behind lung
and breast cancer, and the third leading cause for
males behind lung and prostate cancers.”*

Colorectal cancer starts in either the tissues of the

which are part of the
digestive system.” The
risk of developing colo-
rectal cancer increases

colon or the rectum,

A {;"#
. 1}~__°;'§:~i.'~{ ]
with older age; more o AN i
than 90 percent of new u»l TV
cases occur in people ag- ) )
21 \
es 50 or older. e

Risk factors that cannot be prevented include
inflammatory bowel disease, personal or family
history of colorectal cancer or polyps, and certain
hereditary syndromes.21 Lifestyle factors that may
increase the risk of colorectal cancer include obesi-
ty, low fruit and vegetable intake, a low-fiber and
high-fat diet, lack of regular exercise, smoking, and
drinking alcoholic beverages.21’23

It is estimated that at least 50 percent to 60 percent
of colorectal cancer deaths could be prevented with
regular screening. Screening should begin at age 50,
or sooner with a family or personal history of colo-
rectal cancer or a personal history of inflammatory
bowel disease.”

HP 2010 Indicator

3-5. Reduce the colorectal cancer death
rate.

Target: 13.7 deaths per 100,000 population (age-
adjusted).

National Baseline: 20.9 colorectal cancer deaths
per 100,000 population occurred in 1999 (age ad-
justed to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
colorectal cancer death rate was 13.5 per 100,000
residents in 2009.

Local Data Source: Death Statistical Master Files (CA DPH),
CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current Pop-
ulation Estimates, 10/2010.

Detailed Local Data: The County age-adjusted rate
has been comparable to the California and below
the U.S. rates since 2000 (Figure 8). Regional level
data is available by gender, race/ethnicity and age
(Figure 9).

Figure 8. Colorectal Cancer Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database
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Figure 9. Colorectal Cancer' Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*
Total** | 68 [12.7|98 |15.7| 41 | 80 | 60 | 13.0| 78 | 16.6 | 85 | 14.7 | 430 |13.5 13.5
Gender
Male 32 |116|56 |18.1]| 22 | 85 | 35 |153| 39 |17.0| 48 | 16.9| 232 | 14.6 16.4
Female | 36 (13.8|42 (134 | 19 | 75 | 25 (10.8| 39 |(16.2 | 37 |125| 198 (12.4 11.0
Race/
Ethnicity
White 54 117.1|73|189| 20 (146 | 26 |23.0| 68 |22.7 | 67 |20.1| 308 |19.4 14.0
Black <5 | § |<5] § 10.6 | <5 § <5 § <5 § 16 | 9.6 14.2
Hispanic | 9 | 6.0 | 9 |11.1 32 |24 |96 | 8 | 78 |11 | 68 | 68 | 7.1 13.9
APl <5 § |11 103 84 | 5 8.1 | <5 <5 28 | 8.3 9.0
Othert | <5 § | <5 | § <5 § <5 § <5 <5 10 | 7.6 12.0
Age Group
0-14 <5 <5 <5 <5 <5 <5 § <5
15-24 <5 § | <5 <5 <5 <5 <5 § <5 §
25-64 20 | 73 |27 |76 |15 | 54 | 22|95 | 20| 80 | 31 |10.4| 135 | 8.0
65+ 48 |78.8|71 |87.8| 26 |57.2| 38 | 78.5| 58 (100.4| 54 | 72.2 | 295 | 80.1

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.
t Colorectal Cancer death refers to (underlying cause of death) ICD-10 codes C18-C21.
t1 API includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,
Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




Yharyngeal Cancer

Oropharyngeal (Oral and pharyngeal) cancer is
cancer of the oral cavity and throat. Based on rates
from 2007-2009, 1 in 93 men and women will be
diagnosed with throat or pharynx cancer in their
lifetime.>® In 2009, it was estimated that 35,720
people would be diagnosed and 7,600 people would
die of oropharyngeal cancer.®

Oropharyngeal cancer is a disease in which cancer
cells form in the tissues of the oropharynx, which is
the middle part of the throat behind the mouth,
including the back one-third of the tongue, the soft
palate, the side and back walls of the throat, and
the tonsils.**
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Despite being diagnosed less often than other
cancers, oropharyngeal cancer is one of the more
deadly cancers, with only a 53 percent survival
rate.? However, most of these deaths can be
prevented with lifestyle changes.

The most common risk factors for oropharyngeal
cancer include cigarette smoking, chewing tobacco,
heavy alcohol use, a diet low in fruits and vegeta-
bles, and being infected with human papillomavirus
(HPV).** While alcohol consumption is an independ-
ent risk factor, when combined with the use of cig-
arettes or chewing tobacco, it accounts for 90 per-
cent of all oral cancers.’

HF !“I“ lnalcator

3-6. Reduce the oropharyngeal cancer
death rate.

Target: 2.4 deaths per 100,000 population (age-
adjusted).

National Baseline: 2.7 oropharyngeal cancer deaths
per 100,000 population occurred in 1999 (age ad-
justed to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
oropharyngeal cancer death rate was 2.5 per
100,000 in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, EISB 12/12/2011; SANDAG, Current
Population Estimates, 10/2010.




Prostate Cancer

Among males, prostate cancer is the most commonly
diagnosed type of non-skin cancer and the second
leading cause of death in the United States.” In
2009, it was estimated that 192,280 new cases of
prostate cancer would be diagnosed and 27,360
deaths would be due to prostate cancer.’®

Prostate cancer is cancer that forms in the tissues of the
prostate, which is a walnut-sized gland in the male repro-
ductive system found below the bladder and in front of
the rectum.”® Prostate cancer usually occurs in men over
the age of 65 years;>*° the older a man is, the greater his
risk .2’
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Other risk factors that are not modifiable include
family history of prostate cancer and race/ethnicity.
The risk of prostate cancer is dramatically higher
among Blacks.”””® Diet and lifestyle risk factors are
still under study, but it is thought that a high-fat di-
et and a diet high in dairy and may be associated
with an increased risk of prostate cancer.”®

Since the most prominent risk factors cannot be
changed, such as age and race, screening can help
identify prostate cancer at an early stage when it might
be easier to treat. Regular doctor visits can help deter-
mine if and when screening is necessary.”

HP 2010 Indicator

3-7. Reduce the prostate cancer death rate.

Target: 28.2 deaths per 100,000 males (age-
adjusted).

National Baseline: 31.3 prostate cancer deaths per
100,000 males occurred in 1999 (age adjusted to
the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
prostate cancer death rate was 21.8 per 100,000
male residents in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current
Population Estimates, 10/2010.

Detailed Local Data: The County age-adjusted rate
has been comparable to California and U.S. rates
since 2000 (Figure 10). Regional level data is availa-
ble by gender, race/ethnicity and age (Figure 11).

Figure 10. Prostate Cancer Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.
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Figure 11. Prostate Cancer' Deaths Among Male San Diego Residents by Region of Residence, 2009
North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. |[Rate*| No. |Rate*
Total** 44 1159|160 {193 | 38 | 146 | 42 | 184 | 48 | 209 | 56 | 19.7 | 291 | 18.3 21.8
Gender
Male 44 1159|160 | 193 | 38 | 146 | 42 | 184 | 48 | 209 | 56 | 19.7 | 291 | 18.3 21.8
Female
Race/
Ethnicity
White 38 (234|149 | 254 | 13 | 180 | 19 | 319 | 41 | 28.0 | 52 | 323 | 215 | 27.0 21.9
Black <5 § <5 § 16 | 48.6 | <5 § <5 § <5 § 23 | 26.3 55.7
Hispanic | <5 § 6 |15.1| 5 4.6 17 | 14.1 | <5 § <5 § 36 7.5 21.9
APl <5 § <5 § <5 § 5 174 | <5 § <5 § 15 9.3 12.7
Othert <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 <5 § <5 § <5 § 7 6.1 <5 § <5 § 25 3.0
65+ 40 |152.7| 57 |165.1| 34 |172.2| 35 |171.3| 47 |186.6| 52 |157.4| 266 |167.2

* Rates per 100,000 male population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

t Prostate Cancer death refers to (underlying cause of death) ICD-10 code C61.

t1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.




rJanoma Cancer

Skin cancer is the most common form of cancer in
the United States. Melanoma, a type of skin cancer,
is the third most common, but the deadliest of all
skin cancers.? In 2009, 68,720 new cases of melano-
ma were expected to be diagnosed and 11,590
deaths were expected to be caused by melanoma in
the United States.® In 2009, it was estimated that
approximately 876,300 people were alive who had a
history of melanoma.*

Melanoma is a form of skin cancer that begins in
melanocytes, the cells that make melanin. It can
begin as either a mole or in other pigmented tis-
sues, such as the eye or intestines.>°

Being exposed to strong ultraviolet (UV) radiation
for short periods of time, such as a with a sunburn,
may increase the risk of melanoma. This is especial-
ly true if the exposure occurs during childhood and
teen years. People who burn easily, have freckles
or a lot of moles are at increased risk. Sunscreen
and protective clothing may decrease the amount
of UV radiation to the skin, but has not proven to
lower the risk of melanoma skin cancer.*

Other risk factors for melanoma include a personal or
family history of melanoma,

the presence of atypical

moles, a large number of

moles, intermittent sun

exposure, and having sun-

sensitive skin.”
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3-8. Reduce the rate of melanoma cancer
deaths.

Target: 2.3 deaths per 100,000 population (age-
adjusted).

National Baseline: 2.6 melanoma cancer deaths per
100,000 population occurred in 1999 (age adjusted
to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
melanoma cancer death rate was 2.8 per 100,000
residents in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current
Population Estimates, 10/2010.




HP 2010 Indicators

3-9. Increase the proportion of persons
who use at least one of the following
protective measures that may reduce the
risk of skin cancer: 1) avoid the sun between 10
a.m. and 4 p.m., 2) wear sun-protective clothing when
exposed to sunlight, 3) use sunscreen with a sun-
protective factor (SPF) of 15 or higher, and 4) avoid
artificial sources of ultraviolet light.

Target and National Baseline:

Screening and Prevention

3-10. Increase the proportion of physicians
and dentists who counsel their at-risk
patients about tobacco use cessation,
physical activity, and cancer screening.

Target and National Baseline:

Increase the proportion of| g,seline 2010
specified persons who (vear) Target
Objective follow protective
measures that may re-
duce the risk of skin can- Percent
cer
adolescents in grades 9
-9a. 24 (2 TBD
3-92 through 12 (2005)
dult d18 d
3.9p, [osasedieyearsand g oo00)| 85
older

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP. National
Health Interview Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 reflect the
use of any of the aforementioned protective
measures. San Diego County data reflect those who
use sunscreen with Sun Protective Factor 15 or
higher.

3-9a: In San Diego County, 11.3% of adolescents in
San Diego City Schools aged 12 through 17 years
reported that they always used sunscreen with Sun
Protective Factor (SPF) of 15 or higher when out in
the sun for an hour or more, in 2007.

3-9b: No local data available.

Local Data Source: Youth Risk Behavior
Surveillance System (YRBSS), CDC.

| ; i 1988

ncrease in Counseling Baseline 2010

Objective About Tobacco Use Ces- | (ynless | Target
sation, Physical Activity, | noted)*
and Cancer Screening Age-Adjusted Percent]

3104, Internists who counsgl 50 85
about smoking cessation
Family physicians who

3-10b. |counsel about smoking 43 85
cessation
Dentists wh I

3-10c. | oo WO COUNSE! 159 (1997)| 85
about smoking cessation
Primary care providers

3-10d. |who counsel about blood 56 85
stool tests
Primary care providers

3-10e. |who counsel about proc- 23 85
toscopic examinations
Primary care providers

3-10f. who counsel about mam- 37 85
mograms

3-10g. Primary care providers who 55 85
counsel about Pap tests

3-10h Primary care provid.erswh.o. 12 (1998) 35
counsel about physical activity

*Age adjusted to the year 2000 standard population.

National Data Sources: Survey of Physicians’ Atti-
tudes and Practices in Early Cancer Detection, NIH,
NCI; National Ambulatory Medical Care Survey
(NAMCS), CDC, NCHS; Survey of Current Issues

in Dentistry, American Dental Association.

Local Data: No local data available.



3-11. Increase the proportion of women
who receive a Pap test.

Target and National Baseline:

3-12. Increase the proportion of adults who
receive a colorectal cancer screening
examination.

Target and National Baseline:

199_8 2010
Objective|Increase in Pap Testing | Baseline* | Target
Age-Adjusted Percent

Women aged 18 years
and older who have ever 92 97
received a Pap test

3-11a.

' in Col - Baseline 2010
Objective ncrease in Co ?rec a (vear)* Target
Cancer Screening
Age-Adjusted Percent

Women aged 18 years
and older who

3-11b. . . 79 90
received a Pap test within

the preceding 3 years

Adults aged 50 years and
older who have received

*Age adjusted to the year 2000 standard population. This includes women

without a uterine cervix.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
an age-adjusted percent. San Diego County data
reflect an actual percent.

3-11a: In San Diego County, according to the 2007
California Health Interview Survey, 93.6% of women
aged 18 years and older received a Pap test in their
lifetime.

3-11b: In San Diego County, according to the 2007
California Health Interview Survey, 88% of women
aged 18 years and older received a Pap test within
the past 3 years.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2007 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

3-12a. [a fecal occult blood test |24 (2000) 33
(FOBT) within the preced-
ing 2 years
Adults aged 50 years and

319, older who have ever re- 37 (1998) 50

ceived a
sigmoidoscopy

*Age adjusted to the year 2000 standard population.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
For part a, this is because the Healthy People 2010
data reflect those who have received a FOBT. San
Diego County data reflects those who are ACS com-
pliant which includes FOBT and other screenings.
For part b, Healthy People specify sigmoidoscopy;
while San Diego County data include sigmoidosco-
py, colonoscopy or home FOBT. Also, Healthy Peo-
ple use age-adjusted percent; San Diego County da-
ta is an actual percent.

3-12a: In San Diego County, according to the 2009
California Health Interview Survey, 68.7% of adults
aged 50 years and older were compliant with the
American Cancer Society screening recommenda-
tions.

3-12b: In San Diego County, according to the 2009
California Health Interview Survey, 79.2% of adults
aged 50 years and older ever received a sig-
moidoscopy, colonoscopy, or a fecal occult blood
test using a home test kit.

Local Data Source: UCLA Center for Health
Policy Research, “2009 California Health
Interview Survey,” http://www.chis.ucla.edu/
(accessed 7/2012).




3-13. Increase the proportion of women
aged 40 years and older who have received
a mammogram within the preceding 2
years.

Target: 70 percent (age-adjusted).

National Baseline: 67 percent of women aged 40
years and older received a mammogram within the
preceding 2 years in 1998 (age adjusted to the year
2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data are
age-adjusted. San Diego County data are not.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 81.0% of women aged
40 years and older received a mammogram within
the preceding 2 years.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

3-14. Increase the number of States that
have a statewide population-based cancer
registry that captures case information on
at least 95 percent of the expected number
of reportable cancers.

Target: 45 States.

National Baseline: 30 States had a statewide popu-
lation-based cancer registry that captured case in-
formation on at least 95 percent of the expected
number of reportable cancers in 1999.

National Data Source: National Program of Cancer
Registries, CDC.

Local Data: No local data available.

3-15. Increase the proportion of cancer
survivors who are living 5 years or longer
after diagnosis.

Target: 70 percent.

National Baseline: 59 percent of persons with inva-
sive cancer of any type were living 5 years or longer
after diagnosis in 1989-95.

National Data Source: Surveillance, Epidemiology,
and End Results (SEER) Program, NIH, NCI.

Local Data: No local data available.
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Chronic Kidney Disease

SAN DIEGO COUNTY

Chapter 4

Healthy People 2010 Goal: Reduce new cases of chronic kidney disease
and its complications, death, and economic costs.

Chronic kidney disease (CKD) is a serious condition
associated with premature mortality, decreased
quality of life, and increased healthcare expendi-
tures.” Over the past decade, a 30 percent increase
in CKD has been reported, affecting an estimated 27
million Americans and accounting for more than 24
percent of Medicare costs.’

CKD is the permanent loss of kidney function due to a
physical injury or a disease that damages the kidneys,
such as diabetes or high blood pressure. When the kid-
neys are damaged, they cannot remove waste and ex-
tra water from the blood as they should.® Left untreat-
ed, the most significant result of CKD is kidney failure,
or end-stage renal disease (ESRD)."*

In order to maintain life, ESRD requires dialysis - a treat-
ment to replace some of the kidney function through
waste and fluid removal, or kidney transplantation.*
However, kidney failure is only a small part of the prob-
lem. It is estimated that 20 million Americans have re-
duced kidney function, or chronic renal insufficiency.>*
With just a small loss of kidney function, a person’s risk
of developing cardiovascular disease can double.?

CKD develops slowly and is usually asymptomatic in
the early stages. Risk factors include diabetes, high
blood pressure, increasing age, family history of CKD,
and African American, American Indian or Alaska Na-
tive race.>’

The leading causes of CKD are diabetes
and high blood pressure!

Slowing or Avoiding Kidney Failure

« Keep blood pressure below 130/80 mm Hg’
o Control blood glucose
o Reduce protein intake



HP 2010 Objectives

4-1. Reduce the rate of new cases of end-
stage renal disease (ESRD).

Target: 227 new cases per million population.

National Baseline: 300 new cases of end-stage re-
nal disease per million population were reported in
1997.

National Data Source: U.S. Renal Data System
(USRDS), NIH, NIDDK.

Local Data: No local data available.

4-2. Reduce deaths from cardiovascular dis-
ease in persons with chronic kidney failure.

Target: 65.8 deaths per 1,000 patient years at risk.

National Baseline: 92.5 deaths from cardiovascular
disease per 1,000 patient years at risk (in persons
with ESRD) occurred in 1997.

National Data Source: U.S. Renal Data System
(USRDS), NIH, NIDDK.

Local Data: No local data available.

4-3. Increase the proportion of treated chronic
kidney failure patients who have received
counseling on nutrition, treatment choices,
and cardiovascular care 12 months before the
start of renal replacement therapy.

Target: 60 percent.

National Baseline: 45 percent of newly diagnosed
patients with treated chronic kidney failure received
counseling on nutrition, treatment choices, and car-
diovascular care in 1996.

National Data Source: USRDS Dialysis Mortality and
Morbidity Study (DMMS) Wave 2, U.S. Renal Data
System (USRDS), NIH, NIDDK.

Local Data: No local data available.

4-4. Increase the proportion of new hemodial-
ysis patients who use arteriovenous fistulas as
the primary mode of vascular access.

Target: 45 percent.

Baseline: 26 percent of newly diagnosed patients
with treated chronic kidney failure on hemodialysis
used arteriovenous fistulas as the primary mode of
vascular access in 1997.

National Data Source: Centers for Medicare and
Medicaid Services (CMS); Clinical Performance
Measures (CPM) project.

Local Data: No local data available.

4-5. Increase the proportion of dialysis pa-
tients registered on the waiting list for
transplantation.

Target: 25.0 percent of dialysis patients.

National Baseline: 15 percent of newly diagnosed
treated chronic kidney failure patients under age 70
years were registered on the waiting list in 1998.

National Data Source: U.S. Renal Data System
(USRDS), NIH, NIDDK.

Local Data: No local data available.

4-6. Increase the proportion of patients
with treated chronic kidney failure who re-
ceive a transplant within 3 years of regis-
tration on the waiting list.

Target: 30.5 registrants per 1,000 patient years at risk.

National Baseline: 23.1 registrants per 1,000 pa-
tient years at risk (since placed on dialysis) received
a transplant within 3 years in 1998.

National Data Source: U.S. Renal Data System
(USRDS), NIH, NIDDK.

Local Data: No local data available.




4-7. Reduce kidney failure due to diabetes.

Target: 97.7 diabetic persons with new cases of
ESRD per million population.

National Baseline: 135 diabetic persons with new
cases of ESRD per million population were reported
in 1997.

National Data Source: U.S. Renal Data System
(USRDS), NIH, NIDDK.

Local Data: No local data available.

4-8. Increase the proportion of persons with
type 1 or type 2 diabetes and chronic kidney
disease who receive recommended medical
evaluation and treatment to reduce progres-
sion to chronic renal insufficiency.

Target and National Baseline:

Increase the proportion of

diabetics with chronic kid- | Baseline | 2010
Objective [ney disease who receive (2000) Vet

recommended evaluation

and treatment* Percent
4-8a. Medical Evaluation 21 36
4-8b. Treatment 32 38

* Preventative health test such as eye examinations, lipid testing and glyco-

sylated hemoglobin (HbA1C) testing. Recommended medical management
including the use of drugs that modify the renin-angiotensin-aldosterone
system (RAAS), such as angiotensin converting enzyme inhibitors (ACEI) and

angiotensin receptor blockers (ARB).

National Data Sources: Centers for Medicare and
Medicaid Services Standard Analytic Files (SAF),
CMS, and U.S. Renal Data System (USRDS), NIH,
NIDDK

Local Data: No local data available.
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SAN DIEGO COUNTY

Diabetes

Healthy People 2010 Goal: Through prevention programs, reduce the disease and
economic burden of diabetes, and improve the quality of life for all persons who

have or are at risk for diabetes.

Diabetes mellitus is a serious disease in which the
levels of blood glucose, or blood sugar, are above
normal.> In the United States in 2010, 25.8 million
children and adults had diabetes, representing 8.3%
of the population.? One out of four people with dia-
betes do not know they have the disease. Further-
more, diabetes is increasing in both new and total
cases.’

Uncontrolled diabetes can cause major health
problems and disability. People with diabetes are
more likely to have heart disease and stroke, vision
problems such as blindness, nerve damage to hands
and feet leading to amputation, kidney failure, and
loss of teeth.?

There are three types of diabetes. Type 1 diabetes is
an autoimmune disease in which the body does not
produce enough insulin, and is typically first diag-
nosed in children and young adults.>* Most Ameri-
cans have type 2 diabetes, accounting for 90% to
95% of all cases. Onset can occur at any age, but typ-
ically occurs after age 40.” Type 2 diabetes is associ-
ated with obesity and physical inactivity. A third
form of diabetes called gestational diabetes occurs
during pregnancy, and usually disappears after deliv-
ery.2 However, 5% to 10% of women with gestation-
al diabetes will develop type 2 diabetes.”
Pre-diabetes is a condition that can lead to type 2
diabetes. In addition to Americans

already diagnosed with diabetes,

another 57 million have pre-diabetes.

All people aged 45 years or older should consider test-
ing for diabetes, even if they are not at risk. People
younger than 45 years should consider testing if they
have one or more risk factors for diabetes.”*
Individuals at risk for type 2 diabetes can prevent or
delay onset by losing 5% to 7% of their body weight.z’6

Diabetes Risk Factors

o Overweight or obese

o Family history

« History of gestational diabetes

« Impaired glucose tolerance

o Physical inactivity

« Black, Hispanic, Asian/Pacific Islander
or American Indian race/ethnicity

« High blood pressure

« Poor cholesterol levels

o Polycystic ovary syndrome

« History of cardiovascular disease

For people already diagnosed with diabetes,
weight management is especially important to
avoid further long-term problems.



Diabetes Prevention

The two most
effective ways to
prevent diabetes are
healthy eating and reg-
ular exercise!

People with diabetes must take responsibility for
their everyday care, which includes controlling
blood glucose levels. They must also take medica-
tion as prescribed, manage stress, quit smoking,
care for teeth, check feet daily, monitor blood glu-
cose and blood pressure, and report changes in eye-
sight.s’7 Regular physician visits should include A1C
testing, blood pressure and cholesterol measure-
ments.’

Local Findings

o Diabetes prevalence among adults
(7.8%) is lower in San Diego than in
California (8.5%). —cHis, 2009

e InSan Diego, 21.2% of adults with di-
abetes have Type | diabetes. —cHis, 2009

« Among non-diabetic women in San Di-
ego who have been pregnant, 4.4%
were diagnosed with diabetes during
pregnancy. —cHis, 2009

o On average, 534 residents die from
diabetes every year. -peath, 2000-2009

« Residents of the East Region were
most likely to die of diabetes. -peath,
2009

« Controlling for age, Blacks were more
likely than other racial/ethnic groups
to die of diabetes. -peath, 2009

HP 10 Indicators

5-1. Increase the proportion of persons with dia-
betes who receive formal diabetes education.
Target: 60 percent (age-adjusted).

National Baseline: 45 percent of persons with dia-
betes received formal diabetes education in 1998
(age adjusted to the year 2000 standard popula-
tion).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

5-2. Prevent diabetes.
Target: 3.8 new cases per 1,000 population per year
(age-adjusted).

National Baseline: 5.5 new cases of diabetes per
1,000 population (3-year average) occurred in 1997-
99 (age adjusted to the year 2000 standard popula-
tion).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

5-3. Reduce the overall rate of diabetes
that is clinically diagnosed.

Target: 25 overall cases per 1,000 population (age-
adjusted).

National Baseline: 40 overall cases (including new
and existing cases) of diabetes per 1,000 population
occurred in 1997 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 data.

This is because data for San Diego County data
reflects ages 18 and older as a percent. While,
Healthy People data reflects an age-adjusted

rate among all ages.




In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 7.8% of adults had ever
been told they have diabetes.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

5-4. Increase the proportion of adults with
diabetes whose condition has been diag-
nosed.

Target: 78 percent (age-adjusted).

National Baseline: 64 percent of adults aged 20
years and older with diabetes had been diagnosed
in 1988-94 (age adjusted to the year 2000 standard
population).

National Data source: National Health and Nutrition
Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

5-5. Reduce the diabetes death rate.

Target: 46 deaths per 100,000 population (age-
adjusted).

Baseline: 77 deaths per 100,000 population were
related to diabetes in 1999 (age adjusted to the
year 2000 standard population).

Data Source: National Vital Statistics System (NVSS),
CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 objective
uses multiple causes of death; that is, where diabe-
tes was the underlying or a contributing cause of
death. San Diego County data uses only underlying
cause of death.

In San Diego County, the age-adjusted diabetes death
rate was 17.5 per 100,000 residents in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, EISB, 12/12/2011; SANDAG, Current
Population Estimates, 10/2010.

Detailed Local Data: The County age-adjusted dia-
betes death rate remained relatively stable between
2000 and 2004, increased in 2005 and 2006, and has
been decreasing since 2007. It has been below the
age-adjusted rates for the U.S. and California since
2000 (Figure 1). Regional level data is available by
gender, race/ethnicity and age (Figure 2).

5-6. Reduce diabetes-related deaths
among persons with diabetes.

Figure 1. Diabetes Deaths by Year

:x x XE; ; :r*\x

—3¥— County age -adjusted rate*

%X— County actual rate*
—@— US age adjustedratet
—@— CA age-adjustedratet
71 T 7Tr T T T 1
20002001 2002 2003 2004 2005 2006 2007 2008 2009

30

N
o o

o
1

OV TO™HOD QoD
EosETOR

o o
1

* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
7/25/2012: http://wonder.cdc.gov/cmf-icd10.html.

Target: 7.8 deaths per 1,000 persons with diabetes

(age-adjusted).

National Baseline: 8.8 deaths per 1,000 persons
with diabetes listed anywhere on the death certifi-
cate occurred in 1999 (age adjusted to the year
2000 standard

population).

National Data sources: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS; National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




Figure 2. Diabetes’ Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*
Total** 67 |125| 79 |12.7 | 98 | 19.1 | 87 | 189 | 109 | 23.1 | 114 | 19.7 | 555 | 17.4 17.5
Gender
Male 34 (123 |47 | 152 | 52 | 20.0 | 56 | 245 | 65 | 283 | 70 | 24.7 | 325 | 20.5 23.2
Female 33 (127|132 |10.2 | 46 | 181 | 31 | 134 | 44 | 183 | 44 | 149 | 230 | 144 12.7
Race/
Ethnicity
White 41 |13.0| 60 | 155 | 40 | 29.2 | 35 | 309 | 73 | 244 | 87 | 26.1 | 337 | 21.3 15.1
Black <5 § | <5 § 19 | 28.6 | <5 § 6 | 236 | <5 § 34 | 204 34.5
Hispanic | 15 |10.0| 8 | 99 | 26 | 12.0 | 40 | 16.0 | 17 | 16.6 | 17 | 10.5 | 123 | 12.8 27.2
APl 8 |26.8| 8 7.5 12 | 16.8 8 13.0 | 11 | 564 | <5 § 51 | 15.0 17.0
Othert <5 § <5 § <5 § <5 § <5 § <5 § 10 7.6 14.0
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 15 | 55 |18 | 5.1 24 8.6 28 | 121 | 33 | 13.2 | 25 8.4 143 | 8.5
65+ 52 | 85.4 |61 |754| 73 |160.6| 58 |119.8| 76 |131.6| 88 |117.6| 409 |111.1

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

1 Diabetes Death refers to (underlying cause of death) ICD-10 codes E10-E14. Data here only represent underlying cause of death and do not in-
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.
§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,

Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.
|

5-7. Reduce deaths from cardiovascular
disease in persons with diabetes.

Target: 299 deaths per 100,000 persons with diabe-
tes (age-adjusted).

National Baseline: 332 deaths from cardiovascular
disease per 100,000 persons with diabetes occurred
in 1999 (age adjusted to the year 2000 standard
population).

National Data sources: National Vital Statistics Sys-
tem - Mortality (NVSS-M), CDC, NCHS; National
Health Interview Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

5-8. Objective deleted by Federal
Government at midcourse review.

5-9. Objective deleted by Federal Govern-
ment at midcourse review.

5-10. Reduce the rate of lower extremity
amputations in persons with diabetes.

Target: 2.9 lower extremity amputations per 1,000
persons with diabetes per year (age-adjusted).

National Baseline: 6.6 lower extremity amputa-

tions per 1,000 persons with diabetes occurred in 1997-
99 (age adjusted to the year 2000 standard popula-
tion).

National Data Sources: National Hospital
Discharge Survey (NHDS), CDC, NCHS; National
Health Interview Survey (NHIS), CDC, NCHS.



Local Data: No local data available.

5-11. Increase the proportion of adults
with diabetes who obtain an annual urinary
microalbumin measurement.

Target: 14 percent.

National Baseline: 12 percent of Medicare benefi-
ciaries with diabetes obtained an annual urinary
microalbumin measurement in 2000.

National Data Sources: United States Renal Data
Systems (USRDS), National Institute of Health (NIH), NIDDK.

Local Data: No local data available.

5-12. Increase the proportion of adults with
diabetes who have a glycosylated hemoglo-
bin measurement at least twice a year.

Target: 65 percent (age-adjusted, changed mid-
decade).

National Baseline: 66 percent (2000).

National Data Source: Behavioral Risk Factor Sur-
veillance System (BRFSS), CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People data is age-adjusted
percent; while San Diego County data reflects an
unadjusted percent.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 62% of diabetic adults
have a glycosylated hemoglobin measurement (A1C
test) at least two times per year.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview
Survey,” http://www.chis.ucla.edu/ (accessed
7/2012).

5-13. Increase the proportion of adults
with diabetes who have an annual dilated
eye examination.

Target: 76 percent (age-adjusted).

National Baseline: 49 percent of adults aged 18 years
and older with diabetes had an annual dilated eye ex-
amination in 1998 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

5-14. Increase the proportion of adults
with diabetes who have at least an annual
foot examination.

Target: 91 percent (age-adjusted).

National Baseline: 68 percent of adults aged 18
years and older with diabetes had at least an annual
foot examination (mean value of data from 39
States in 1998; age adjusted to the year 2000 stand-
ard population).

National Data Source: Behavioral Risk Factor Sur-
veillance System (BRFSS), CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People data is age-adjusted
percent; while San Diego County data reflects an
unadjusted percent.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 76.4% of diabetics have
at least an annual foot examination.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview
Survey,” http://www.chis.ucla.edu/ (accessed
7/2012).

5-15. Increase the proportion of persons
with diabetes who have at least an annual
dental examination.

Target: 71 percent (age-adjusted).

National Baseline: 56 percent of persons aged
2 years and older with diagnosed diabetes
saw a dentist at least once within the
preceding 12 months in 1997 (age adjusted



to the year 2000 standard population).

National Data source: National Health
Interview Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

5-16. Increase the proportion of adults
with diabetes who take aspirin at least 15
times per month.

Target: 30 percent (age-adjusted).

National Baseline: 20 percent of adults aged 40
years and older with diabetes took aspirin at least
15 times per month in 1999-2000 (age adjusted to
the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

5-17. Increase the proportion of adults
with diabetes who perform self-blood-
glucose-monitoring at least once daily.

Target: 61 percent (age-adjusted).

National Baseline: 43 percent of adults aged 18
years and older with diabetes performed self-blood-
glucose-monitoring at least once daily (mean of da-
ta from 39 States in 1998; age adjusted to the year
2000 standard population).

National Data Source: Behavioral Risk Factor Sur-
veillance System (BRFSS), CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People data is age-adjusted
percent; while San Diego County data reflects an
unadjusted percent.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 45% of diabetic adults
perform self-blood-glucose monitoring more than
30 times per month.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).
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SAN DIEGO COUNTY

Chapter 6

Healthy People 2010 Goal: Promote the health of people with disabili-
ties, prevent secondary conditions, and eliminate disparities between
people with and without disabilities in the U.S. population.

It is estimated that in 2009, 36 million people were
living with at least 1 disability, representing about
12% of the United States population.* According to
the Americans with Disabilities Act (ADA), an indi-
vidual with a disability is “one who has a physical or
mental impairment that substantially limits one or
more major life activities, has a record of impair-
ment, or is regarded as having such an impair-
ment.”” The United Nations uses a different defini-
tion of disability, largely reflecting disability as a so-
cial construct: “Any restriction or lack (resulting
from impairment) of ability to perform an activity in
the manner or within the range considered normal
for a human being."3

Despite the wide range of formal definitions, disa-
bility status is usually associated with health status.
Thus, the health and well-being of people with disa-
bilities has been addressed chiefly in terms of medi-
cal care. This approach, however, leads to major
misconceptions about people with disabilities, in-
cluding: 1) people with disabilities have poor health,
2) public health should only focus on preventing dis-
abling conditions, 3) a standard definition is not
needed, and 4) the environment plays no role in the
disabling process.*

As a result, health promotion and prevention activi-
ties that target people with disabilities have been

underemphasized, and the incidence of secondary
conditions has increased. Secondary conditions
include any medical, social, emotional, family or
community problems that result from a specific
type of primary disability or medical condition.

In order to promote health and to improve the quality
of life of persons with disabilities, health promotion and
prevention activities need to address mental and emo-
tional well-being, social support, ability to work, educa-
tion, access to health and wellness programs, support
for caregivers, and the reduction of environmental bar-
riers to participation in activities.




HP 2010 Indicators

6-1. Include in the core of all relevant Healthy
People 2010 surveillance instruments a stand-
ardized set of questions that identify “people
with disabilities.”

Target: 100 percent.

National Baseline: No Healthy People 2010 surveil-
lance instruments include a standard set of ques-
tions that identify people with disabilities in 1999.

National Data Source: CDC, NCBDDD.

Local Data: No local data available.

6-2. Reduce the proportion of children and
adolescents with disabilities who are
reported to be sad, unhappy, or depressed.

Target: 17 percent.

National Baseline: 31 percent of children and ado-
lescents aged 4 to 11 years with disabilities were
reported to be sad, unhappy, or depressed in 1997.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

6-3. Reduce the proportion of adults with
disabilities who report feelings such as sad-
ness, unhappiness, or depression that pre-
vent them from being active.

Target: 7 percent (age-adjusted).

National Baseline: 28 percent of adults aged 18
years and older with disabilities reported feelings
that prevented them from being active in 1997 (age
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data spe-
cifically reflect how often

negative feelings were the cause of limitations. San
Diego County data aggregate physical and mental
health and do not specifically ask how often nega-
tive feelings alone are the cause of limitations. Al-
so, Healthy People data reflect age-adjusted per-
cent. San Diego County data reflect actual percent.

In San Diego County, according to the California
Health Interview Survey, 54.5% of adults with disa-
bilities had negative feelings (psychological stress)
and a physical and/or mental health ailment that
interfered with activity in 2005.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy Re-
search, “2005 California Health Interview Survey,”
http://www.chis.ucla.edu/ (accessed 9/2012).

6-4. Increase the proportion of adults with dis-
abilities who participate in social activities.

Target: 79 percent (age-adjusted).

National Baseline: 61 percent of adults aged 18
years and older with disabilities participated in so-
cial activities such as getting together with friends
and family, telephoning friends and family, or going
to worship or group events in 2001 (age adjusted to
the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

6-5. Increase the proportion of adults with
disabilities reporting sufficient emotional
support.

Target: 84 percent (age-adjusted).

National Baseline: 71 percent of adults aged 18
years and older with disabilities reported sufficient
emotional support in 2001 (data from 11 States and
the District of Columbia; age adjusted to the year
2000 standard population).

National Data Source: National Health
Interview Survey (NHIS), CDC, NCHS.



Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data are
age-adjusted. San Diego County data are not
age-adjusted.

In San Diego County, according to the California
Health Interview Survey, 58.9% of adults aged 18
years and older with disabilities reported sufficient
emotional support in 2003.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2003 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

6-6. Increase the proportion of adults with
disabilities reporting satisfaction with life.
Target: 97 percent (age-adjusted).

National Baseline: 80 percent of adults aged 18
years and older with disabilities reported satisfac-

tion with life in 2001 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

6-7. Reduce the number of people with
disabilities in congregate care facilities,
consistent with permanency planning
principles.

Target and National Baseline:

Reduction in People 1997 2010

Objective |With Disabilities in Con- Sasele Target
gregate Care Facilities Number of Persons
Persons aged 22 years

6-7a. and older in 16 or more 93,362 46,681
bed congregate facilities
Persons aged 21 years

6-7b. and under in congregate| 26,028 0
care facilities

National Data Source: Survey of State Developmen-
tal Disabilities Directors, University of Minnesota.

Local Data: No local data available.

6-8. Eliminate disparities in employment
rates between working-aged adults with
and without disabilities.

Target: 80 percent.

National Baseline: 43 percent of adults aged 18
through 64 years with disabilities were employed in
1997.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: In San Diego County, according to the
California Health Interview Survey, 60.6% of adults
with disabilities were employed in 2005.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

6-9. Increase the proportion of children and
youth with disabilities who spend at least
80 percent of their time in regular educa-
tion programs.

Target: 60 percent.

National Baseline: 45 percent of children and youth
aged 6 to 21 years with disabilities spent at least 80
percent of their time in regular education programs
in the 1995-96 school year.

National Data Source: Data Analysis System (DANS), U.S.
Department of Education, Office of Special Education.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data refer
to persons aged 6 through 21 years, while San Die-
go County data refer to persons aged 0 through 11
years. Additionally, Healthy People data refer to
persons who spent at least 80 percent of their time
in regular education programs. San Diego County
data do not address the time students spent in reg-
ular education programs.

In San Diego County, 4.5% of children aged 0
through 11 years had conditions that limited
or prevented his or her ability to do regular
school work in 2005.



Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

6-10. Increase the proportion of people
with disabilities who report having access
to health and wellness programs.

Target: 63 Percent (age-adjusted).

National Baseline: 48 percent of percent of persons
aged 18 years and older with disabilities reported
they now have access to a health club, wellness pro-
gram or fitness facility that meets their needs, if
they want to use one.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

6-11. Reduce the proportion of people with
disabilities who report not having the assis-
tive devices and technology needed.

Target: 7 Percent (age-adjusted).

Baseline: 10 percent of persons aged 18 years and
older with disabilities reported they know equip-
ment they need but do not have.

National Data source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

6-12. Reduce the proportion of people with
disabilities reporting environmental barri-
ers to participation in home, school, work,
or community activities.

Target and National Baseline:

Reduction in People
Aged 18 Years and Older 320‘7_2 7'2010t
.. |With Disabilities Who aseline arge

Objective Report Encountering

.Barrie_rs. to Participation Percent

in Activities
6-12a. [At home 10 9
6-12b. [At school 6.1 5.7
6-12c. |In workplace 7.7 7.0
6-12d. [In community 11 7

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




6-13. Increase the number of Tribes,
States, and the District of Columbia that
have public health surveillance and health
promotion programs for people with disa-
bilities and caregivers.

Target and National Baseline:

Increase in Public Health| 1999 2010
Surveillance and Health | Baseline | Target

Objective [Promotion Programs for
People With Disabilities

and Caregivers Number

States and the District of
Columbia — Surveillance 14 51
programs for people
with disabilities.

6-13a.

Tribes - Surveillance
6-13b. |programs for people
with disabilities.

Not Developed

States and the District of
Columbia — Health pro- 14 51
motion programs for

people with disabilities.

6-13c.

Tribes — Health promo-
6-13d. [tion programs for peo-
ple with disabilities.

Not Developed

States and the District of
6-13e. [Columbia — Surveillance 0 51
programs for caregivers.

6-13f,  |/'ibes —Surveillance

programs for caregivers. Not Developed

States and the District of
Columbia — Health pro-

6-138. | notion programs for 0 >1

caregivers.

Tribes — Health promo-
6-13h. [tion programs for care-
givers.

Not Developed

National Data Source: Tribal, State, and District of
Columbia reports; CDC, Office on Disability and
Health.

Local Data: Objective is not applicable for local
jurisdictions.
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SAN DIEGO COUNTY

Chapter 7

Healthy People 2010 Goal: Increase the quality, availability, and effective-
ness of educational and community-based programs designed to prevent
disease and improve health and quality of life.

Educational and community-based programs are
intended to reach people outside of conventional
health care settings. A successful medical and
health care system is critical to individual health and
quality of life. However, people working together
to create a healthier community plays a significant
role as well."

A healthy community depends on making changes
within existing systems, such as improving side-
walks and lighting to make a community more
walkable, or increasing law enforcement presence
so that residents feel safe outdoors. Successful
communities involve groups from both the public
and private sector.

Healthy Communities Involve Many
Components of Their Community:*

Public health

Health care

Local business

Local government

Schools

Civic organizations

Voluntary health organizations
Faith-based organizations

Park and recreation departments
Private citizens

Healthy communities address the multiple determi-
nants of a health problem, including behavioral,
social, and environmental factors. Using this
information, they implement education and
intervention strategies within a variety of settings,
including health care facilities, schools, select popu-
lation groups, and worksites."




ychool Setting

HP 2010 UBJecflves

7-1. Increase high school completion.

The school setting has more influence on the lives
of children and young adults than any other social
establishment except for the family. More than
95% of children ages 5 through 17 years are en-
rolled in school, where they spend a significant
amount of time during their day. Schools generally
provide a positive atmosphere that enhances the
health and well-being of children. However,
national dropout rates still average 8.1 percent.”

Healthy children learn better than children with
health problems. Completing a high school educa-
tion is more important than ever, serving in many
markets as a minimum requirement into the labor
force. Additional education and training for skilled
work often requires a high school diploma. Howev-
er, despite the increased importance of a high
school education, the high school completion rate
has increased only slightly over the last 30 years.2

While schools alone cannot address the health and
social problems of their children, they do have an
interest in addressing their needs. Through the en-
vironment and curriculum provided, the school can
provide education and interventions to reduce risky
health behaviors and improve the health status of
their students.’

Target: 90 percent.

National Baseline: 85 percent of persons aged 18 to
24 years had completed high school in 1998.

National Data Source: Current Population Survey, U.S.
Department of Commerce, Bureau of the Census.

Local Data: In San Diego County, according to the
California Department of Education for 2009, the
high school graduation rate was 83.1%.

Local Data Source: California Department of Educa-
tion, Educational Demographics Office, Graduation
rates based on NCES Definition, San Diego County
2009-2010; (accessed July 27, 2012).




7-2. Increase the proportion of middle,
junior high, and senior high schools that
provide school health education to prevent
health problems in the following areas:
unintentional injury; violence; suicide;
tobacco use and addiction; alcohol and oth-
er drug use; unintended pregnancy, HIV/
AIDS, and STD infection; unhealthy dietary
patterns; inadequate physical activity; and
environmental health.

Target and National Baseline:

7-3. Increase the proportion of college and
university students who receive information
from their institution on each of the six pri-
ority health-risk behavior areas.

Target: 25 percent.

National Baseline: 6 percent of undergraduate stu-
dents received information from their college or
university on all six topics in 1995: injuries
(intentional and unintentional), tobacco use, alco-
hol and illicit drug use, sexual behaviors that cause
unintended pregnancies and sexually transmitted
diseases, dietary patterns that cause disease, and
inadequate physical activity.

National Data Source: National College Health Risk
Behavior Survey, CDC, NCCDPHP.

Local Data: No local data available.

7-4. Increase the proportion of the Nation’s
elementary, middle, junior high, and senior
high schools that have a nurse-to-student
ratio of at least 1:750.

Target and National Baseline:

Baseline 2010

Increase in Schools With
(yegr) Target

Objective [Nurse-to-Student Ratio

of at Least 1:750 Percent

Schools Providing School| 1994 2010
Objective [Health Education in Pri- | Baseline | Target
ority Areas Percent
7-2a. All components 28 70
Individual components to prevent health
problems in the following areas:
7-2b. Unintentional injury 66 90
7-2c. Violence 58 80
7-2d. Suicide 58 80
Tobacco use and addic-
7-2e. tion 86 95
2.2f. Alcohol and other drug 90 95
use
Unintended pregnancy,
7-2g. HIV/AIDS, 65 90
and STD infection
Unhealthy dietary
7-2h. patterns 84 95
o Inadequate physical ac-
7-2i. rivity 78 90
7-2j. Environmental health 60 80

All middle, junior high,

7-4a. and senior high schools

28 (1994) 50

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.

7-4b. Senior high schools 26 (1994) 50

Middle and junior high

7-4c. schools

32 (1994) 50

7-4d. Elementary schools 53 (2000) 60

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.




In the United States, there are 142 million full- and
part-time workers, including armed forces.” The grow-
ing cost of health care together with increases in pre-
ventable illnesses highlight the need for comprehensive
worksite health promotion programs.® Programs im-
plemented in corporate businesses have resulted in
reduced health care costs, improved worker morale,
decreased absenteeism, and improved behaviors asso-
ciated with productivity.! However, smaller companies
have not achieved the same success.

Worksite health promotion has been shown to reduce
health risks and improve the quality of life of employ-
ees. Interventions can be delivered at the worksite,
such as posting signs to encourage stair use or offering
health education classes. Offsite interventions can be
encouraged as well by offering discounts for gym mem-
berships or weight management programs. Employee
benefit plans can also encourage wellness by including
flu shots or cancer screening:;.3

HP 2010 Uﬂjecflves

7-5. Increase the proportion of worksites that
offer a comprehensive employee health pro-
motion programs to their employees.

Target and National Baseline:

Increase in Worksites Offer- 1339 2010
Objective |ing a Comprehensive Em- | Baseline | Target

lployer-Sponsored Health Percent
7-5a. ng;kggism\'\gf:yiee‘zer Not Developed
o Pt | o |
7.5c. \évn?glrg\i/t:gswith 50 to 99 33 75
psa fattewmioe |53 | 7
e I
o Pt | o |

National Data Source: National Worksite Health Promo-
tion Survey, Association for Worksite Health Promotion
(AWHP) and OPHS, ODPHP, Partnership for Prevention.

Local Data: No local data available.

7-6. Increase the proportion of employees
who participate in employer-sponsored
health promotion activities.

Target: 88 percent.

National Baseline: 67 percent of employees aged
18 years and older participated in employer-
sponsored health promotion activities in 1994.

National Data Source: National Health Inter-
view Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




Setting & Select Populations

Health promotion in schools and worksites provide HF !!“1 ” ! ’B_]IECUIVES

targeted intervention for specific segments of the

population. In order to reach the entire population, Objectives 7-7 through 7-9, pertaining to the
community-based programs are needed. Educa- health care setting, were deleted by the
tional, policy, and environmental changes can be Federal Government at midcourse review.

made through interventions set forth by public facil-
ities, local government agencies, social services,
faith-based, and civic organizations. Selecting the

appropriate channels through which to provide 7-10. (Not Developed) Increase the proportion
health promotion interventions and activities will of Tribal and local health service areas or juris-
depend on the make-up of the community." dictions that have established a community

health promotion program that addresses
Faith-based organizations can be of particular value multiple Healthy People 2010 focus areas.

in eliciting community participation due to the level Potential Data Source: Directors of Health Promo-

of trust already establish.ed. They can also be an tion and Education survey (formerly the Association
effective means of reaching vulnerable or under- of State and Territorial Directors of Health Promo-
served populations. For any community, health tion and Public Health Education).

promotion programs need to be sensitive to the cul-
tural traditions, norms, and beliefs of the communi-
ty they serve.’

Local Data: No local data available.

A community health promotion
program should include:*

1. Community participation from at
least three community sectors.

2. Community assessment to deter-
mine health problems, resources,
perceptions and priorities.

3. Measurable objectives to address
outcomes, risk factors, or percep-
tions and priorities.

B

Monitoring and evaluation of processes

U

. Comprehensive, multifaceted, cultural-
ly relevant interventions with multiple
targets for change.




7-11. Increase the proportion of local
health departments that have established
culturally appropriate and linguistically
competent community health promotion
and disease prevention programs.

Target and National Baseline:

Increase in Local Health | 1996-97 2010
Department Community | Baseline Target
Health Promotion and

Objective |Disease Prevention Pro-
grams That Are Cultural- Percent
ly Appropriate and Lin-
lguistically Competent

7-11c. Cancer 30 50

211 Educational and commu- 33 50

& nity-based programs

7-11h.  [Environmental health 22 50

7-11i. Family planning 42 50

7-11m. [Heart disease and stroke 28 50

7-11n. HIV 45 50
Immunizations and in-

/-110. e ctious diseases 48 >0
Maternal, infant (and

7-119. child) health 47 50
Mental health (and

7-1r Imental disorders) 18 50
Nutrition and over-

7-11s. weight 44 50

) Occupational safety and

7-11t. health 13 50

7-11u.  |Oral health 25 50
Physical activity and fit-

7-11v. ness 21 50
Sexually transmitted

711y liseases 41 50
Substance abuse

7-11z.  |(alcohol and other 26 50
drugs)

7-11aa. [Tobacco use 24 50

Note: Objectives 7-11a, b, d, e, f, j, k, |, p, w, x, bb
were deleted by the Federal Government at mid-
course review.

Local Data: In San Diego County, Public Health Ser-
vices have established culturally appropriate and
linguistically competent community health promo-
tion and disease prevention programs for: 7-11g
(educational and community-based programs); 7-
11h (environmental health); 7-11n (HIV); 7-110
(immunizations and infectious diseases); 7-11q
(maternal, infant and child health); 7-11r (mental
health and mental disorders); 7-11s (nutrition and
overweight); 7-11u (oral health); 7-11v (physical ac-
tivity and fitness); 7-11y (sexually transmitted dis-
eases); and 7-11aa (tobacco use).

San Diego County Public Health Services do not
have culturally appropriate and linguistically compe-
tent community health promotion and disease pre-
vention programs for: 7-11c (cancer); 7-11i (family
planning); and 7-11m (heart disease and stroke).

7-12. Increase the proportion of older
adults who have participated during the
preceding year in at least one organized
health promotion activity.

Target: 90 percent (age-adjusted).

National Baseline: 12 percent of adults aged 65
years and older participated during the preceding
year in at least one organized health promotion ac-
tivity in 1998 (age adjusted to the year 2000 stand-
ard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.
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Chapter 8

Healthy People 2010 Goal: Promote health for all through a healthy

environment.

Environmental health refers to all characteristics of
human health, disease, and injury that are deter-
mined or influenced by either the natural or man-
made environment." Environmental health includes
the study of the pathological effects of chemical,
physical, and biological agents, the cleanliness and
quality of air, water, and soil, and the effects of the
manmade environment such as how and where a
society builds its communities, parks, and road-
ways.’

The environment has a great influence on human
health and development, and together with genetic
factors and personal behavior is one of the primary
determinants of health and quality of life. In fact, it
has been estimated that poor environmental quality
is directly responsible for one-quarter of all pre-
ventable ill health worldwide. For this reason, pro-
tecting the environment has been a central compo-
nent of public health practice since 1878.”

Environmental Health Focus Areas

o QOutdoor Air Quality

o Water Quality

o Toxics and Waste

o Global Environmental Health

o Infrastructure and Surveillance

o Healthy Homes and Healthy
Communities




Despite progress toward reducing toxic air emis-
sions, air pollution is still a major public health and
environmental problem in the United States. Poor
air quality can cause premature death, cancer, and
permanent damage to respiratory and cardiovascu-
lar systems. It can also cause great damage to crops
and buildings, and disrupt the natural chemistry in
water.?

Each year, millions of tons of toxic air pollutants are
released into the air. Motor vehicles and other
transportation sources produce dangerous ozone,
nitrogen oxide and carbon dioxide emissions, and
contribute to poor air quality.?

In Southern California, wildfires add to the problem.
Smoke from wildfires is a mixture of gases and par-
ticles from burning trees and other materials. For
people with heart or lung disease, such as asthma
or respiratory allergies, the smoke might worsen
symptoms. When smoke levels are high enough,
even healthy people might experience shortness of
breath, wheezing, chest discomfort, coughing, and
the inability to breathe normaIIy.3

Outdoor Air Quality

HP 2010 Objectives

8-1. Reduce the proportion of persons ex-
posed to air that does not meet the U.S. En-
vironmental Protection Agency's health-
based standards for harmful air pollutants.

Target and National Baseline:

R 1997 2010
Objective feducﬁon in Air Pollu- Baseline Target
ants
Percent
8-1a. Ozone* 43 0
8-1b. Particulate matter* 12 0
8-1c. Carbon monoxide 20 0
8-1d. Nitrogen dioxide 5 0
8-1e. Sulfur dioxide 2 0
8-1f. Lead <1 0
Number
8-1g. Total number of people |137,019,000 0

*The targets of zero percent for ozone and particulate matter
are set for 2012 and 2018, respectively.

Note: For the purpose of this objective, EPA is counting persons
living in nonattainment areas only.

Note: Data for population groups currently are not analyzed.

National Data Source: Air Quality System (AQS),
U.S. Environmental Protection Agency (EPA), Office
of Air and Radiation (OAR), Office of Air Quality
Planning and Standards (OAQPS).

Local Data: No local data available.




8-2. Increase use of alternative modes of
transportation to reduce motor vehicle emis-
sions and improve the Nation's air quality.

Target and National Baseline:

Baseline
Increase in Use of Alter- 2010

Objective |native Modes of Trans- (vear) Target

portation Percent

8-2a. Trips made by bicycling | 0.9 (1995) 1.8

8-2b. Trips made by walking 5.4 (1995) 10.8

8-2c. Trips made by transit 1.8 (1995) 3.6

P ho telecom-
g-2d, | croonswhotelecoms 5 6 2001) | 4.0
mute

National Data Source: National Household Travel

Survey (NHTS), U.S. Department of Transportation.

Local Data: No local data available.

8-3. Improve the Nation’s air quality by in-
creasing the use of cleaner alternative fuels.

Target: 8.0 percent.

National Baseline: Cleaner alternative fuels represented
0.8 percent of U.S. motor fuel consumption in 1997.

National Data Source: Alternatives to Traditional
Transportation Fuels, U.S. Department of Energy,
Energy Information Administration.

Local Data: No local data available.

8-4. Reduce air toxic emissions to decrease
the risk of adverse health effects caused by
airborne toxics.

Target: 2.0 million tons.

National Baseline: 8.1 million tons of air toxics were
released into the air in 1993.

National Data Source: National Emissions Inventory
(NEI), U.S. Environmental Protection Agency (EPA),
Office of Air and Radiation (OAR), Office of Air Qual-
ity Planning and Standards (OAQPS).

Local Data: No local data available.




All water supply systems aim to provide drinking
water that is free of biological or chemical disease-
causing agents. Considerable advances have been
made in technologies used to provide clean drinking
water over the last one hundred years. Most water-
borne diseases early in the 20th century were due
to bacteria contamination. Since the 1970s, proto-
zoa and chemicals have become the major causes of
waterborne disease.”

In the United States, the Environmental Protection
Agency (EPA) regulates all public water systems,
from which approximately 286 million Americans
received their water. However, another 15% of
Americans, or 45 million people, get their water
from private wells that are not regulated by the
EPA. While these private ground water wells can
provide clean water that is safe to drink, they can
also become contaminated and lead to illness.*

In addition to drinking water, the safety of lakes,
rivers, and streams used for fishing and other recre-
ational purposes must be monitored. Toxic chemi-
cals and biological substances that are improperly
disposed of can contaminate these water sources.
Thus, the safety of fish used for food as well as indi-
viduals exposed to the water during recreational
activities is threatened.

HP 201

8-5. Increase the proportion of persons
served by community water systems who
receive a supply of drinking water that
meets the regulations of the Safe Drinking
Water Act.

Target: 95 percent.

jectives

National Baseline: 84 percent of persons served by
community water systems received drinking water
that met SDWA (Public Law 93-523) regulations in
1995.

National Data Sources: Potable Water Surveillance
System (PWSS) and Safe Drinking Water Infor-
mation System (SDWIS), EPA, Office of Water (OW),
Office of Ground Water and Drinking Water
(OGWDW).

Local Data: No local data available.

8-6. Reduce waterborne disease outbreaks
arising from water intended for drinking
among persons served by community water
systems.

Target: 2 outbreaks.

National Baseline: 6 outbreaks per year originated
from community water systems (1987-96 average).

National Data Source: State Reporting Systems,
CDC, NCID.

Local Data: No local data available.




8-7. Reduce per capita domestic water with-  8-10. Reduce the potential human exposure
drawals. to persistent chemicals by decreasing fish

Target: 90.9 gallons. contaminant levels.

National Baseline: 101 gallons of domestic water Target and National Baseline:

per capita per day were withdrawn in 1995. Al T e 2002 2010
National Data Source: Estimated Use of Water in Objective |miles and lake acres under] Baseline Target
the United States, U.S. Department of Interior, U.S. advisories Percent
Geological Survey (USGS).

8-10a. River miles 15.3 13.8
Local Data: No local data available.

8-10b. Lake acreage 32.9 29.6

National Data Sources: National Listing of Fish Advi-

8-8. Increase the proportion of assessed riv- sories, Office of Water, U.S. Environmental Protec-
ers, lakes, and estuaries that are safe for tion Agency (EPA), Office of Water (OW), Office of
fishing and recreational purposes. Science and Technology (OST).
Target and National Baseline: Local Data: No local data available.
Increase percent of rivers,| 2000 2010
. .. |streams and lakes (by Baseline | Target
Objective | .
miles or acres) assessed
s safe Percent
Rivers and streams
8-8a. (miles) 55 58
Lakes, ponds and reser-
8-8b. voirs (acres) 63 66

National Data Sources: National Water Quality In-
ventory Reports, U.S. Environmental Protection
Agency (EPA), Office of Water (OW), Office of Wet-
lands, Oceans, and Watersheds (OWOW).

Local Data: No local data available.

8-9. Increase the proportion of days that
beaches are open and safe for swimming.

Target: 98 percent.

National Baseline: 94 percent of beach-days ac-
cessed were found safe in 2002.

National Data Source: BEACH Program, U.S. Envi-
ronmental Protection Agency (EPA), Office of Water
(OW), Office of Science and Technology (OST).

Local Data: No local data available.




Toxics and Waste

Toxic and hazardous substances that pose an
environmental threat and their associated health
effects are difficult to identify or quantify. These
substances, when deposited on land, can be carried
from their source by air and water.?

The use of pesticides has become mainstream in the
United States for agricultural, commercial, and rec-
reational purposes, as well as in the home. These
toxic substances pose a significant health threat,
especially if handled inappropriately.  Children
are at especially great risk of poisoning if they come
in contact with pesticides because of their small
size.”

Lead-based paints used in older homes are of con-
cern due to the potential for poisoning of children.
Lead is significantly more dangerous for children
than adults because it has the potential to affect a
child’s developing brain or nerves. The younger the
child, the more harmful lead can be.” While pro-
gress has been made in reducing the blood lead lev-
els in children, lead poisoning is still a preventable
environmental health problem that needs to be
addressed.’

Solid waste requires the use of landfills for disposal,
placing a burden on the community even if the
waste itself is not dangerous. While many
communities have found ways to reduce and better
manage solid waste, space is limited and greater
recycling and source reduction practices are need-
ed.

HP 2010 Objectives

8-11. Eliminate elevated blood lead levels
in children.

Target: 0.0 percent.

National Baseline: 4.4 percent of children aged 1 to
6 years had blood lead levels exceeding 10 pg/dl
during 1991-94,

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
children aged 1 to 6 years that had blood lead levels
exceeding 10 pg/dl. San Diego County data reflect
children less than 6 years old that had blood levels
exceeding 9.5 pg/dl.

In San Diego County, 0.5% of children had a blood
level exceeding 9.5 pg/dl in 2009.

Source: California CLPPB—RASCCLE 11, 4/3/2012,
accessed August 2, 2012.

8-12. Minimize the risks to human health and
the environment posed by hazardous sites.

Target and National Baseline:

Reduce the number of 1995 2010
Objective |designated hazardous | Baseline | Target
Sites. Percent
National Priority List
8-12a. sites 1,200 1,176
Resource Conservation
8-12b. [and Recovery Act facili- 2,475 2,246
ties
Leaking underground
8-12c. storage facilities 370,000 |362,600
8-12d. [Brownfield properties 1,500 1,470

National Data Sources: Comprehensive Environmental
Response and Cleanup Liability Information System
(CERCLIS), EPA, OSWER, Office of Superfund
Remediation and Technology Innovation (OSRTI),
Resource Conservation and Recovery Act Info
(RCRAINnfo), Office of Solid Waste (OSW) , Office of



Underground Storage Tanks (OUST), Office of Brown-
fields Cleanup and Redevelopment (OBCR).

Local Data: No local data available.

8-13. Reduce pesticide exposures that
result in visits to a health care facility.

Target: 11,398 visits per year.

National Baseline: 22,933 visits to health care facili-
ties were due to pesticides in 1997. (A total of
105,040 pesticide exposures were documented in
1997.)

National Data Source: Toxic Exposure Surveillance
System (TESS), American Association of Poison Con-
trol Centers.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
all healthcare facility visits. San Diego County data
reflect patients treated and discharged from emer-
gency departments or patients who were hospital-
ized and is based on primary diagnosis only.

In San Diego County, the rate of emergency
department discharge for pesticide exposures was
0.2 per 100,000 persons in calendar year 2009.

In San Diego County, the rate of hospitalizations
due to pesticide exposure was 0.4 per 100,000
persons, in 2009.

For comparison, an estimated rate of 4.4 healthcare
facility visits per 100,000 persons was calculated,
based on the Healthy People target and the United
States population.

Local Data Source: Hospital Association of San Die-
go & Imperial Counties, Community Health Im-
provement Partners, and County of San Diego
Health & Human Services Agency, Public Health Ser-
vices Emergency Medical Services, Emergency De-
partment Discharge Database FY05/06; Hospital Dis-
charge Data, (CA OSHPD), County of San Diego,
Health & Human Services Agency, EISB; SANDAG,
Current Population Estimates, 10/2010. Prepared by
County of San Diego Health & Human Services
Agency, Public Health Services Community Health
Statistics, 2011.

8-14. (Not Developed) Reduce the amount
of toxic pollutants generated and released
to the environment.

Potential Objectives:

18-14a: Reduce the amount of toxic chemicals in
production-related waste (“Green Index”)

18-14b: Reduce the amount of toxic chemicals re-
leased to the environment (“Clean Index”)

Potential Data Source: U.S. National Toxics Release
Inventory (TRI), U.S. Environmental Protection
Agency (EPA), Office of Solid Waste and Emergency
Response (OSWER).

Local Data: No local data available.

8-15. Increase recycling of municipal solid
waste.

Target: 38 percent.

National Baseline: 27 percent of total municipal sol-
id waste generated was recycled in 1996 (includes
composting).

National Data Source: Municipal Solid Waste in the
United States, U.S. Environmental Protection Agen-
cy (EPA), Office of Solid Waste and Emergency Re-
sponse (OSWER).

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data
includes only solid waste that was recycled. San Die-
go County data includes all solid waste that was di-
verted from landfills, which includes source
reduction, recycling, reuse, or composting.

In San Diego County, 56% of municipal solid waste
was diverted from landfills in 2006.

Source: County of San Diego, Five Year CIWMP
Review Report, March 2011, accessed August 2,
2012.




es & Healthy Communities

People spend the majority of their time indoors, at
either home, school or their place of employment.
Indoor allergens, poisons such as radon or lead, and
the physical quality of the home or building can lead
to poor health.

Indoor allergens from dust mites, cockroaches,
mold, rodents, and pets, can worsen respiratory
conditions such as asthma and allergies. High radon
or lead concentrations can lead to poisoning. Also,
substandard housing residents are at risk for fire,
electrical injuries, falls, bites, and other illness or
injury.> Maintaining high standards of quality in the
places where people spend the most time will help
to ensure better health and quality of life.

HP 2010 Uﬂjecflves

8-16. Reduce indoor allergen levels.

Target and National Baseline:

1998-99 2010
Baseline | Target

Number of Homes
(in millions)

Objective |Allergen

Group | dust mite indoor
allergens that exceed 2

8-16a. . 46.2 37.0
micrograms per gram of
dust in the bed
Group | dust mite indoor

s-16b. allergens that exceed 10 4.9 19.4

micrograms per gram of
dust in the bed

German cockroach aller-
8-16¢c.  [gens that exceed 0.1lunit 6.1 49
per gram of dust in the bed

National Data Source: National Survey of Lead and
Allergens in Housing, NIEHS, and U.S. Department
of Housing and Urban Development.

Local Data: No local data available.

8-17. (Not Developed) Increase the number
of office buildings that are managed using
good indoor air quality practices.

Potential Data Source: Building Assessment Survey
and Evaluation (BASE), U.S. Environmental Protec-
tion Agency (EPA), Office of Radiation and Indoor
Air, (ORIA).

Local Data: No local data available.




8-18. Increase the proportion of persons who
live in homes tested for radon concentrations.

Target: 20 percent (age-adjusted).

National Baseline: 17 percent of the population lived in
homes in 1998 that had been tested for radon (age ad-
justed to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

8-19. Increase the number of new homes
constructed to be radon resistant.

Target: 2.1 million additional new homes.
National Baseline: 1.4 million new homes as of 1997.

National Data Source: National Association of
Home Builders Research Center Survey, National
Association of Home Builders.

Local Data: No local data available.

8-20. Increase the proportion of the Nation’s
elementary, middle, junior high, and senior
high schools that have official school policies
ensuring the safety of students and staff from
environmental hazards, such as chemicals in
special classrooms, poor indoor air quality, as-
bestos, and exposure to pesticides.

Target: 100 percent.

National Baseline: 94 percent of elementary, middle,
junior high, and senior high schools had official school
policies regarding environmental hazards in 2000.

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.

8-21. Ensure that State and District of Colum-
bia health departments establish training,
plans, and protocols and conduct

annual multi-institutional exercises to prepare
for response to natural and technological
disasters.

Target: 51.

National Baseline: 36 of the 51 jurisdictions (States
and District of Columbia) had established prepared-
ness plans and scheduled exercises 2003.

National Data Source: Association of State and Ter-
ritorial Health Officials (ASTHO); CDC, Division of
State and Local Readiness (DSLR).

Local Data: In San Diego County, according to
Emergency Medical Services, disaster preparedness
plans and protocols exist.

8-22. Increase the proportion of persons
living in pre-1950s housing that has been
tested for the presence of lead-based paint.

Target: 50 percent (age-adjusted).

National Baseline: 16 percent of persons living in homes
built before 1950 in 1998 reported that their homes had
been tested for the presence of lead-based paint (age
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

8-23. Reduce the proportion of occupied
housing units that have moderate or severe
physical problems.

Target: 3.1 percent.

National Baseline: 6.5 percent of occupied U.S.
housing units had moderate or severe physical
problems in 1995.

National Data Source: American Housing Survey, U.S.
Department of Commerce, Bureau of the Census.

Local Data: No local data available.



Infrastructure and Surveillance

Improving health through the reduction of environ-
mental hazards requires collaboration between gov-
ernmental groups, nonprofit groups and other or-
ganizations.

In order to reduce the disease and injury associated
with environmental dangers, improvements in re-
sponse to exposure, monitoring of hazards, and educat-
ing the public about environmental risks and the effect
on their health is necessary.

HP 2010 Objectives

8-24. Reduce exposure to pesticides as
measured by urine concentrations of me-
tabolites.

Target and National Baseline:

.. .. 1988-94 2010
Reduction in Pesticide Baseline* | Target
Obiecti Exposure as Measured
jective by Metabolites Urine Concentration,
(Pesticide) measured by ug/q cre-
atinine

Objective deleted by Federal Government at

!

8-24a. midcourse review

8-24b. Paranlt'rophenol (met‘hyl 38 57
parathion and parathions)
3, 5, 6-trichloro-2-

-24c. re! . .
8-24c pyridinol (chlorpyrifos) 8.3 >-8
8-24d. Isopropoxyphenol 16 11

(propoxur)

*95 percent of the population had concentrations below this level.

National Data Source: National Report on Human
Exposure to Environmental Chemicals, CDC, NCEH,;
National Health and Nutrition Examination Survey
(NHANES), CDC, NCHS.

Note: Data are from a subset of NHANES data and are not na-
tionally representative. Therefore, a population data template
is not available.

Local Data: No local data available.




8-25. Reduce exposure of the population to
pesticides, heavy metals, and selected envi-
ronmental chemicals, as measured by blood
and urine concentrations of the substances

or their metabolites

Target and National Baseline:

1999-2000, 2010
Objective Baseline | Target
Concentration (ug/L)
Mercury - Females aged
8-250. |)¢sg 7.1 5.0
Organochlorine .
Compounds Concentration (ng/g)
Chlordane - trans-
8-25r. Nonachlor 79.4 55.6
8255 Chlordane - heptachlor 93.9 16.7

epoxide

1999-2000 2010
Objective Baseline | Target
Concentration (ug/L)
Heavy Metals
8-25a. [Arsenic Not Developed
8-25b. [Cadmium 1.3 0.9
8-25c. |Lead 4.9 34
8.25d. [Manganese Not Developed
) Mercury, children aged
8-25e. 1to 5 years. 2.3 1.6
Pesticides
1.27
8-25f. [2,4-D 0.89
(yrs 2001-02)
8-25g. |o-phenylphenol 2.0 1.4
cis- and trans-
8-25h. Permethrins Not Developed
... | Below
8-25i. Diazinon (I)Bfe!l(;\;\élclgwol; limit of
detection
Persistent Chemicals
8-25;. Sglychlorinated biphen- Not Developed
8-25k.  |Dioxins Not Developed
8-25l. Furans Not Developed
Organochlorine compounds
Chlordane
8-25m. (oxychlordane) 44.9 31.4
20.3
8-25n. [Dieldrin 14.2
(yrs 2001-02)
8-250. [DDT (DDE) 1780 1250
8-25p. [Lindane (beta-HCH) 68.9 48.2

Heavy Metals

National Data Source: National Report on Human Ex-
posure to Environmental Chemicals, CDC, NCEH, and the
National Health and Nutrition Examination Survey

(NHANES), CDC, NCHS.

Local Data: No local data available.




8-26. Improve quality, utility, awareness,
and use of existing information systems for
environmental health.

Target: 30 states.

National Baseline: 15 states used health information
systems to monitor environmental health in 2004.

National Data Source: National Environmental Pub-
lic Health Tracking Network, (EPHT), CDC, NCEH.

Local Data: No local data available.

8-27. Increase or maintain the number of
Territories, Tribes, and States, and the Dis-
trict of Columbia that monitor diseases or
conditions that can be caused by exposure
to environmental hazards.

Target and National Baseline:

1997 2010
o . Baseline Target
Objective |Disease
Number of
Jurisdictions
8-27a. [Lead poisoning 51 51
8-27b. [Pesticide poisoning 20 25
8-27c. Mercury poisoning 14 20
8-27d.  [Arsenic poisoning 10 15
8-27e. [Cadmium poisoning 10 15
8-27f. Methemoglobinemia 9 15
8-27g. |Acute chemical poisoning™ 8 15
3-27h. Ca.rbon. monoxide 7 51
poisoning
8-27i. Asthma 6 25
8-27j. Hyperthermia 4 10
1999-2000 | 2010
Baseline Target
Number of
Jurisdictions
8-27k. [Hypothermia 4 51
8-270. |Birth defects 35 51

*Includes chemicals not covered elsewhere in the table.

Note: Target and baseline data are for States and the District
of Columbia. The targets will be adjusted as data for Tribes
and Territories become available.

8-271, 8-27m, 8-27n: Objectives deleted by Federal
Government at midcourse review.

National Data Sources: Periodic surveys, Public
Health Foundation and Council of State and Territo-
rial Epidemiologists , Epidemiologists, and the Na-
tional Center on Birth Defects and Developmental
Disabilities, CDC.

Local Data:

8-27a: In San Diego County, according to the
Public Health Services Strategic Plan, diseases
or conditions that can be caused by lead
poisoning are monitored.

8-27i: In San Diego County, according to Emergency
Medical Services, diseases or conditions that can be
caused by asthma are monitored.

8-27j: In San Diego County, according to Emergency
Medical Services, diseases or conditions that can be
caused by hyperthermia are monitored.

8-27k: In San Diego County, according to Emergency
Medical Services, diseases or conditions that can be
caused by hypothermia are monitored.

8-27b-h, 8-270: Objective is not applicable for local
jurisdictions.

8-28. Objective deleted by Federal Govern-
ment at midcourse review.
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nvironmental Health

In recent years, tremendous advances have been
made in international travel and telecommunica-
tions. Air, water and soil resources are being shared
at much higher rates, and over large distances.
Therefore, each nation’s health status impacts all
others around the globe.

For this reason, the United States must improve
efforts to close the gap between existing and attain-
able health status of all nations, particularly devel-
oping countries. For example, improving the water
guality along the U.S.-Mexico border is an interna-
tional health concern that affects the health of resi-
dents of both the United States and Mexico.

8-30. Increase the proportion of the popu-
lation in the United States-Mexico border
region who have adequate drinking water
and sanitation facilities.

Target and National Baseline:

HP 2010 Objectives

8-29. Reduce the global burden of disease
due to poor water quality, sanitation, and
personal and domestic hygiene.

Target: 2,135,000 deaths.

National Baseline: 2,668,200 deaths worldwide
were attributable to these factors in 1990.

National Data Source: Global Burden of Disease,
World Health Organization.

Local Data: No local data available.

e 2010

e Ll ey

P S S Receiving Water Service

or Treatment

Wastewater sewer service
8-30a. Ciudad Acuna 39 49
8-30b. [Matamoros 47 57
8-30c. Mexicali 80 90
8-30d. Nogales, Sonora 81 91
8-30e. Piedras Negras 80 90
8-30f. Reynosa 57 67

Wastewater receiving treatment
8-30g. Ciudad Acuna 0 10
8-30h. [Matamoros 0 10
8-30i. Mexicali 72 82
8-30j. Nogales, Sonora 100 100
8-30k. Piedras Negras 0 10
8-30I. Reynosa 100 100

National Data Sources: EPA; Office of Water (OW),
Office of Wastewater Management (OMW); Mexi-
co’s Comision Nacional de Agua; State and local
health departments; American Water Works Associ-
ation; Rural Water Association; U.S.-Mexican Border
Health Association.

Local Data: Objectives are not applicable for San
Diego Region.
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SAN DIEGO COUNTY

Chapter 9

Healthy People 2010 Goal: Improve pregnancy planning and spacing and

prevent unintended pregnancy.

Family planning affects the health and well-being of
men, women, children, families, and the community
as a whole.! With a national goal aimed at pre-
venting unwanted pregnancies and achieving a so-
cial normal of intended pregnancies, family plan-
ning plays a central role.?

Contraceptive use is now mainstream, allowing couples
to have control over their fertility, yet half of all preg-
nancies in the United States are unintended.” While
the proportion of women of childbearing age who use
contraception to prevent pregnancy has risen, many
still do not use birth control during intercourse.’

Unintended pregnancy is costly; economically, medical-
ly, and socially. Economically, unintended pregnancies
are expensive regardless of the outcome. Medically,
unintended pregnancies increase the likelihood of in-
fant and maternal illness, abortion, and future difficulty
with intended pregnancies. Socially, unintended preg-
nancies and births result in lower educational attain-
ment, reduced employment opportunity, increased
welfare dependency, and greater potential for child
abuse and neglect.?

While unintended pregnancies occur among fe-
males of all ages, racial groups, socioeconomic lev-
els and marital status, teenagers, African American,
and low-income women are most likely to have an
unplanned pregnancy.2

Unintended Pregnancy Prevention
o Contraceptive Use

- Hormonal contraceptives
(oral, injectables, implants)

- Barrier contraceptives
(condoms, diaphragm)

- Spermicides
o Sterilization
Total abstinence




H F !“ T “ lnalcators

9-1. Increase the proportion of pregnancies
that are intended.

Target: 70 percent.

National Baseline: 51 percent of all pregnancies
among females aged 15 to 44 years were intended
in 1995.

National Data Sources: National Survey of Family
Growth (NSFG), CDC, NCHS; National Vital Statistics
System (NVSS), CDC, NCHS; Abortion Provider Sur-
vey, The Alan Guttmacher Institute; Abortion Sur-
veillance Data, CDC, NCCDPHP.

Local Data: No local data available.

9-2. Reduce the proportion of births occur-
ring within 24 months of a previous birth.

Target: 6 percent.

National Baseline: 11 percent of females aged 15 to
44 years gave birth within 24 months of a previous
birth in 1995.

National Data Source: National Survey of Family
Growth (NSFG), CDC, NCHS.

Local Data: No local data available.

9-3. Increase the proportion of females at
risk of unintended pregnancy (and their
partners) who use contraception.

Target: 100 percent.

National Baseline: 93 percent of females aged 15
to 44 years at risk of unintended
pregnancy used contraception in 1995.

National Data Source: National Survey of Family
Growth (NSFG), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data in-
clude male and female partners. San Diego County
data refer to male partners only.

In San Diego County, according to the 2003 Califor-
nia Health Interview Survey, the rate of birth con-
trol use among women aged 15 through 44 years
who had at least one male sexual partner in the
past 12 months and who did not self-report that she
was a lesbian, was 68.7%.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2003 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

9-4. Reduce the proportion of females ex-
periencing pregnancy despite use of a re-
versible contraceptive method.

Target: 7 percent.

National Baseline: 13 percent of females aged 15 to
44 years experienced pregnancy despite use of a
reversible contraceptive method in 1995.

National Data Sources: National Survey of Family
Growth (NSFG), CDC, NCHS; Abortion Patient Sur-
vey, The Alan Guttmacher Institute.

Local Data: No local data available.




9-5. Increase the proportion of family plan-
ning agencies that offer emergency contra-
ception.

Target: 90 percent.

National Baseline: 80 percent of family planning
agencies reported offering emergency contracep-
tion in 1999.

National Data Sources: The Alan Guttmacher Insti-
tute (AGI).

Local Data: No local data available.

9-6. Increase male involvement in pregnancy
prevention and family planning efforts.

Target and National Baseline:

Increase the percent of .
sexually active, unmarried| Baseline T2 010
Objective males ages 15 to 24 years, (vear) arget
J who have been involved in
the following ways in the Percent

last 12 months.

Visited a family planning
9-6a. clinic with their female 21 22
partner or girlfriend

Received birth control
9-6b. counseling from a family 31 37
planning clinic

Received advice or coun-
9-6c¢. seling from a doctor on 21 37
birth control

National Data Sources: National Survey on Family
Growth (NSFG), CDC, NCHS.

Local Data: No local data available.

9-7. Reduce pregnancies among adolescent
females.

Target: 43 pregnancies per 1,000.

National Baseline: 67 pregnancies per 1,000 fe-
males aged 15 to 17 years occurred in 1996.

National Data Sources: Abortion Provider Survey,
The Alan Guttmacher Institute;

National Vital Statistics System-Natality

(NVSS-N), CDC, NCHS; National Survey of Family
Growth (NSFG), CDC, NCHS; Abortion Surveillance
Data, CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data refer to
pregnancies. San Diego County data refer to births.

In San Diego County, according to Maternal Child and
Family Health Services, there were 16.2 births per
1,000 females aged 15 to 17 years in 2009.

Local Data Source: County of San Diego, Maternal
Child and Family Health Services, 2009.




9-8. Increase the proportion of adolescents
who have never engaged in sexual inter-

course before age 15 years.

Target and National Baseline:

9-9. Increase the proportion of adolescents
who have never engaged in sexual inter-

course.

Target and National Baseline:

Increase in Adolescents

Aged 15 to 19 Years 1995 2010
Objective [Never Engaging in Sexu- | Baseline |  Target

al Intercourse Before

Age 15 Years Percent
9-8a. Females 81 88
9-8h. Males 79 88

Increase in Adolescents 1995 2010
.. JAged 15to 17 Years Feealie || e
Objective . g
Never Engaging in Sexu-
al Intercourse Percent
9-9a. Females 62 75
9-9b. Males 57 75

National Data Sources: Females—National Survey
of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM), Urban
Institute.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflect fe-
males aged 15 through 19 years who did not have sexu-
al intercourse for the first time before the age of 15
years. San Diego County data reflect females aged 15
through 17 years who did not have sexual intercourse
for the first time before the age of 13 years.

9-8a: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 97.1% of females aged
15 through 17 years reported that they had not had
sexual intercourse for the first time before the age
of 13 years.

9-8b: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 93.8% of males aged 15
through 17 years reported that they had not had
not had sexual intercourse for the first time before
the age of 13 years.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
app/ (accessed 7/2012).

National Data Sources: Females—National Survey
of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM),
Urban Institute.

Local Data:

9-9a: In San Diego County, according to the 2009
California Health Interview Survey, 85.5% of fe-
males aged 15 through 17 years reported that they
had not had sexual intercourse.

9-9b: In San Diego County, according to the 2009
California Health Interview Survey, 76.0% of males
aged 15 through 17 years reported that they had
not had sexual intercourse.

Local Data Sources: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).




9-10. Increase the proportion of sexually
active, unmarried adolescents aged 15 to
17 years who use contraception that both
effectively prevents pregnancy and provides
barrier protection against disease.

Target and National Baseline:

9-11. Increase the proportion of young adults
who have received formal or informal instruction
before turning age 18 years on the following re-
productive health issues: abstinence, birth control
methods, HIV/AIDS prevention through safer sex
practices, and sexually transmitted diseases.

Increase in Contraceptive 1995 2010 Target and Naﬁonal Baseline:
Use at First Intercourse by :
. . Baseline Target .
Objective [Sexually Active, Unmar- Increase the proportion of
- g;‘gggﬁﬁcen ts Aged 15 Percent young adlults (15-19yrs) who
Obiective have received formal or infor- B 5503/2/1 e éﬁégt
Condom at first intercourse ! mal instruction before turning
9-10a. [Females 69 75 age 18 years on the following
reproductive health issues
9-10b.  |Males 72 83 i Percent
- Formal education/instruction
Condom plus hormonal method at first -
intercourse 9-11a.  [Abstinence: females 86 88
9-10 F | 7 9 9-11b. Abstinence: males 83 85
¢ cmares 9-11c. Birth control methods: females 70 73
9-10d.  |Males 8 11 9-11d.  [Birth control methods: males 66 70
Condom at last intercourse 9-11e HIV/AIDS prevention through Not Developed
10 . : 29 29 ’ safer sex practices: females
-10e. emales .
9-11f. HIV/AIDS prevgntlc.m through Not Developed
9-10f. Males 70 79 safer sex practices: males
R prevention of sexually trans-
Condom plus hormonal method at last inter- 9-11g. mitted diseases through safer Not Developed
course sex practices: females
9-10g. Females 7 11 prevention of sexually trans- Not Developed
9-11h. mitted diseases through safer
9-10h.  |Males 16 20 sex practices: males
. . Informal education/instruction
National Data Sources: Females—National Survey WET Abstnonco: formalos - -
of Family Growth (NSFG), CDC, NCHS; Males— — - -
Nati I's f Adol t Mal NSAM) Urb 9-11j. Abstinence: males 45 49
| at‘iic)nta urvey o olescent Males ( ), Urban 9-11k. Birth control methods: females 51 57
ns Iu € 9-11l. Birth control methods: males 33 38
Local Data: 9-11m HIV/AIDS prevention through Not Developed
9-10e: In San Diego County, according to the 2005 " [safer sex practices: females
. . . o _ X
California Health Interview Survey, 65.4% of fe 9-11n. HI}//AlDS prevt?nt@n tf?rough Not Developed
males aged 15 through 17 years reported that they >aler SeX practices: Ma’es
: : : prevention of sexually trans-
or their partner had' used a condom during their 0-110.  |mitted diseases through safer 51 €0
mOSt recent SeXlJa| InterCOUI’SG. sex pract—ice5: fema|es
9-10f: In San Diego County, according to the 2005 prevention of sexually trans-
California Health Interview Survey, 88.9% of males 9-11p.  |mitted diseases through safer 52 27
sex practices: males

aged 15 through 17 years reported that they or
their partner had used a condom during their most
recent sexual intercourse.

Note: No 2009 data available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/

(accessed 9/2012).

National Data Sources: Females—National Survey
of Family Growth (NSFG), CDC, NCHS; Males—
National Survey of Adolescent Males (NSAM),
Urban Institute.



9-12. Reduce the proportion of married W

couples whose ability to conceive or main-
tain a pregnancy is impaired. 1 U.S. Department of Health and Human Services. “Family
Planning” in Healthy People 2010: Midcourse Review. http://

www.healthypeople.gov/2010/data/midcourse/pdf/fa09.pdf,
National Baseline: 13 percent of married couples (Accessed September 6, 2012).

with wives aged 15 to 44 years had
impaired ability to conceive or maintain a pregnan-

Target: 10 percent.

2 U.S. Department of Health and Human Services. “Family

cy in 1995 Planning” in Healthy People 2010. 2nd ed. With Understanding
and Improving Health and Objectives for Improving Health. 2

National Data Source: National Survey of Family vols. (Washington, DC: U.S. Government Printing Office. No-

Growth (NSFG), CDC, NCHS. vember 2000), http://www.healthypeople.gov/2010/

Local Data: No local data available. Document/pdf/Volumel/09Family.pdf, (Accessed August 29,
2012).

9-13. Increase the proportion of health in-
surance plans that cover contraceptive sup-
plies and services.

Target: 90 percent.

National Baseline: 86 percent of U.S. insurers provid-
ing employment-based insured health coverage that
routinely covered the leading five methods of contra-
ception (diaphragm, implant, injectable, intrauterine
device (IUD) and oral contraceptive pills) 2002.

National Data Source: The Allan Guttmacher Institute.

Local Data: No local data available.




Food Safety

SAN DIEGO COUNTY

Chapter 10

[Healthy People 2010 Goal: Reduce foodborne illnesses.

Commonly called “food poisoning,” a foodborne
iliness is caused by eating or drinking foods or bev-
erages contaminated by a variety of microbes, or
pathogens. There are more than 250 different
foodborne diseases caused by bacteria, viruses, par-
asites, harmful toxins, or chemicals.® Actual illness
rates are difficult to quantify because a count is tak-
en only when the causative organism is confirmed
with a laboratory test and reported by a physician.
However, it is estimated that 76 million cases of
foodborne disease occur in the United States each
year.’

An outbreak occurs when more than one case of a
similar illness results from eating the same food.
Improved food production, processing, preparation,
and storage practices, together with better epide-
miological investigations, have resulted in fewer
outbreaks of disease.” However, foodborne illness-
es still pose a significant public health burden.

Of particular concern is the rise of microbial re-
sistance to drugs such as antibiotics, which are used
to treat diseases caused by pathogenic organisms.
Drug resistant organisms are not killed by standard
antibiotics. This is pertinent to food safety, because
antibiotic—resistant pathogens in improperly pre-
pared foods not ", TR gEc, ¢ g2
only cause
iliness, but also
become difficult
to treat.

As new pathogens emerge and microorganisms con-
tinue to evolve or become resistant to drugs, unex-
pected outbreaks of illness may occur. This, when
considered together with issues such as food prepa-
ration and storage practices at home, proper train-
ing of retail food industry employees, and an in-
creasingly global food supply, may make food safety
an even greater priority in the future.’

HP 2010 Objectives

10-1. Reduce infections caused by key food-
borne pathogens.

Target and National Baseline:

Objective Reduction in Infections B j 59;9/;, = éﬁégt
Caused by Microorganisms Cases per 100,000
10-1la. [Campylobacter species 24.6 12.3
10-1b.  |Escherichia coli 0157:H7 2.1 1.0
10-1c. |Listeria monocytogenes 0.47 0.24
10-1d. [Salmonella species 13.6 6.8
Postdiarrheal hemolytic ure- 18
10-1f.  [micsyndrome (HUS) in chil- ’ 0.9
(2000)
dren under 5 years of age

Note: Objectives 10-1e and 10-1g were deleted by Federal Govern-
ment at midcourse review.

National Data Sources: Foodborne Disease Active
Surveillance Network (FoodNet), CDC, NCID; FDA,
CFSAN; FSIS, OPHS; and State Agencies.

10-1




Local Data:

10-1a: In San Diego County, according to the Califor-
nia Department of Public Health, the rate of con-
firmed cases of Campylobacter in persons of all ages
was 15.4 per 100,000, in 2009.

10-1b: In San Diego County, according to the Cali-
fornia Department of Public Health, the rate of
confirmed cases of Escherichia coli in persons

of all ages was 0.5 per 100,000, in 2009.

10-1c: In San Diego County, according to the Cali-
fornia Department of Public Health, the rate of
confirmed cases of Listeria monocytogenes in
persons of all ages was 0.4 per 100,000, in 2009.

10-1d: In San Diego County, according to the Cali-
fornia Department of Public Health, the rate of
confirmed cases of Salmonella in persons of all ages
was 14.9 per 100,000, in 2009.

Local Data Source: CDPH, Infectious Disease
Branch, Surveillance & Statistics (accessed 9/10/12).

10-1f: In San Diego County, according to the Com-
munity Epidemiology Branch, there were too few
confirmed cases of postdiarrheal hemolytic uremic
syndrome in children under the age of 5 years to
calculate a rate in 2009.

Local Data Source: County of San Diego, EISB,
2011.

10-2. Reduce outbreaks of infections
caused by key foodborne bacteria.

Target and National Baseline:

10-3. Prevent an increase in the proportion of iso-
lates of non-Typhi Salmonella species from hu-
mans that are resistant to antimicrobial drugs.

Target and National Baseline:

Prevention of Increase in
. . 1997 2010
. |Proportion of non-Typhi :
g‘l/)éec Salmonella Species isolates Baseline | Target
from humans Resistant to
L Antimicrobial Drugs Percent of Isolates
Non-Typhi Salmonella from humans that are
resistant to:
10-3a. [Fluoroquinolones 0.0 0.0
10-3b. Thlrd-generatlon cepha- 01 0.0
losporins
10-3c. |Gentamicin 3 3.0
10-3d. [|Ampicillin 18 18.0

Note: Objectives 10-3e through 10-3p were deleted at mid-
course review

National Data Sources: National Antimicrobial Re-
sistance Monitoring System: Enteric Bacteria—
Salmonella (NARMS: Enteric Bacteria), CDC, NCID;
FDA, CVM; USDA, FSIS, and ARS; Foodborne Disease
Active Surveillance Network (FoodNet), CDC, FDA,
USDA, FSIS.

Local Data: No local data available

10-4. Reduce deaths and illness from
severe food allergies.

Target and National Baseline:

1997 201

Reduction in Infections Basiglin . Taeggt
Objective|Caused by Foodborne

Bacteria Number of Outbreaks

per Year

10-2a. [Escherichia coli 0157:H7 22 11
10-2b. SaI.rno'neIIa serotype En- a4 29

teritidis

1995 2010
Objective Baseline | Target
Percent
10-4a. |[Death* Not Developed
Severe allergic reactions
10-4b. [among adults aged 18 26 21
years and older.

National Data Sources: Foodborne Disease Out-
break Surveillance System, CDC, NCID.

Local Data: No local data available

* Proposed data sources: National Vital Statistics System
(NVSS-M)

National Data Sources: National Survey on
Family Growth (NSFG), CDC, NCHS; National
Health Interview Survey (NHIS), CDC, NCHS.
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Local Data:

10-4a: In San Diego County, there were fewer than
five confirmed deaths due to severe food allergies
in 2004.

10-4b: No local data available.

Local Data Source: Death Statistical Master Files (CA
DPH), CoSD, HHSA, Community Epidemiology, 2004.

10-5. Increase the proportion of consumers
who follow key food safety practices.

Target: 79 percent.

National Baseline: 73 percent of consumers followed
key food safety practices in 1998, based on total popu-
lation of adults who engaged in the practice.

National Data Source: Food Safety Survey (FSS),
FDA and FSIS, USDA.

Local Data: No local data available.

10-6. Improve food employee behaviors
and food preparation practices that directly
relate to foodborne illnesses in retail food
establishments.

Target and National Baseline:

Increased percent of ob- 1998 2010
served data elements di- | Baseline | Target
rectly related to foodborne
Objectivelillness risk that were ob-
served to be in compli- Percent
ance in the specified retail
food establishments.
10-6a. |Hospitals 80 85
10-6b.  |Nursing homes 82 87
10-6¢c. |Elementary schools 80 85
10-6d. [Fast food restaurants 74 81
10-6e. [Full-service restaurants 60 70
10-6f.  |Deli departments 73 80
10-6g. Meat/poultry depart- 81 86
ments
10-6h. |Produce departments
10-6i. Seafood departments

National Data Sources: FDA Retail Food Program
Database of Foodborne lliness Risk Factors.

Local Data: No local data available.

10-7. Objective deleted by Federal Govern-
ment at midcourse review.
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SAN DIEGO COUNTY

Chapter 11

Healthy People 2010 Goal: Use communication strategically to improve

health.

Health information can be confusing for anyone,
even the most educated health consumers. Clear
health communication is an integral part of one’s
ability to understand and act upon health infor-
mation, and a critical part of the delivery of quality
health care.

By definition, health communication is the develop-
ment and use of communication strategies to educate,
inform and influence individuals and communities to
enhance and improve health. Health communication
can contribute to all aspects of health care, including
disease prevention and health promotion, and is rele-
vant in many contexts, including the following:*

Health Communication

o Health professional-patient relations

» Exposure to, search for, and use of
health information

o Adherence to recommendations

o Public health messages

« Dissemination of health risk information
(risk communication)

« Images of health in media and culture

o Education about access to health care

o Development of telehealth applications

Millions of adults suffer from low health literacy,
which is the capacity to obtain, process and
understand basic health information and services
needed to make appropriate health decisions.
People who are low-income or have low educational
background are especially at risk." Public health
professionals can help raise individual and commu-
nity level knowledge, and reduce disparities, by
presenting health information in a way that is rele-
vant and easy to understand. Clear health commu-
nication can also increase the demand for
appropriate health services while decreasing the
demand for services that are not appropriate.’

Health communication occurs in many contexts
(school, work, home, doctor’s office) and through many
channels (interpersonal, organizational, community,
mass media). One of the greatest challenges in
designing effective health communication techniques is
identifying the most favorable contexts (where), chan-
nels (how), content (what) and reasons (why) that will
encourage people to pay attention to and use the
health information they receive."
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HP 2010 Objectives

11-1. Increase the proportion of house-
holds with access to the Internet at home.

Target: 80 percent.

National Baseline: 26 percent of households had
access to the Internet at home in 1998.

Local Data: In 2009, 80% of all households had ac-
cess to the Internet at home.

National and Local Data Source: Current Population
Survey (CPS), U.S. Department of Commerce, Bu-
reau of the Census; National Household Education
Surveys Program (NHES), National Center for Educa-
tion Statistics, U.S. Department of Education.

11-2. Improve the health literacy of the
population.

11-2a. Increase the proportion of persons with
proficient health literacy.

Target: 13 percent.

National Baseline: 12 percent of persons aged 16
and older scored “proficient” in the health literacy
component of the NAAL in 2002.

National Data Source: National Assessment of Adult
Literacy (NAAL): Health Literacy Component. Na-
tional Center for Education Statistics, U.S. Depart-
ment of Education.

Local Data: No local data available.

11-2b. Decrease the proportion of persons with be-
low basic health literacy.

Target: 13 percent.

National Baseline: 14 percent of persons aged 16
and older scored “below basic” in the health literacy
component of the NAAL in 2003.

National Data Source: National Assessment of Adult
Literacy (NAAL): Health Literacy Component. Na-
tional Center for Education Statistics, U.S. Depart-
ment of Education.

Local Data: No local data available.

11-3. Increase the proportion of health
communication activities that include re-
search and evaluation.

Target and National Baseline:

Increase the proportion off 7005 2010
HHS-sponsored health Baseline | Target
Objective |communications cam-
paigns that include the Percent
specified elements
11-3a. |Formative evaluation 95 100
11-3b. |Process evaluation 81 89
11-3c. Outcome evaluation 59 65

National Data Sources: Office of Disease Prevention
and Health Promotion, Office of the Secretary, U.S.
Department of Health and Human Services.

Local Data: No local data available.

11-4. Increase the proportion of health-
related World Wide Web sites that disclose
information that can be used to assess the
quality of the site.

Target and National Baseline:

Increase the proportion off 2006 2010
(102 specified) health- Baseline | Target
Objective [related websites that dis-
close the specified infor- Percent
imation about the site
11-4a. [ldentity <10 19
11-4b.  |Purpose/uses/limitations 35 40
11-4c. Cont(?nt devglgpment <1 10
practices/policies
11-4d. |Privacy policy/protection 75 80
11-4e. |User feedback/evaluation 59 64
11-4f.  |Content creation/updating <1 10
11-4g. Threg or more of above 94 59
criteria
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National Data Sources: Office of Disease Prevention
and Health Promotion. “Estimating the Proportion
of Health-Related Websites Disclosing Information
That Can Be Used to Assess Their Quality.” Mathe-
matica Policy Research, Inc. May 6, 2006.

Local Data:

11-4a: In San Diego County, Public Health Services,
Community Health Statistics Unit Web site pages
disclose the identity of the site.

11-4b: In San Diego County, Public Health Services, Com-
munity Health Statistics Unit Web site pages disclose infor-
mation regarding their purpose/uses/limitations.

11-4c: In San Diego County, Public Health Services,
Community Health Statistics Unit Web site pages dis-
close their content development practices/policies.

11-4d: In San Diego County, Public Health Services, Com-
munity Health Statistics Unit Web site pages disclose infor-
mation regarding their privacy policy/protection.

11-4e: In San Diego County, Public Health Services, Com-
munity Health Statistics Unit Web site pages disclose infor-
mation regarding their user feedback/evaluation.

11-4f: In San Diego County, Public Health Services,
Community Health Statistics Unit Web site pages dis-
close information regarding their content creation/
updating.

11-4g: In San Diego County, Public Health Services,
Community Health Statistics Unit Web site pages dis-
close information regarding three or more of above
criteria.

11-5. Increase the number of centers for ex-
cellence that seek to advance the research
and practice of health communication.

Target: 6 (number).

National Baseline: There were 4 Centers for Excel-
lence in Health Communication in 2002.

National Data Source: National Cancer Institute
(NCI), NIH.

Local Data: No local data available.

11-6. Increase the Increase the proportion
of persons who report that their health care
providers have satisfactory communication
skills.

Target and National Baseline:

Increase proportion o

L F | 2000 | 2010
patients aged 18 years Baseline | Target

Objective and older who report that

d doctors or other health

providers always do the Percent
following

11-6a. [listen carefully to them 57 65

lain thi h

11-6b. explain things so they can 59 66

understand
h f h

11-6c. show respect for what 59 66
they have to say

11-6d. spent enough time with 46 53
them

National Data Sources: Medical Expenditure Panel
Survey (MEPS), AHRQ.

Local Data: No local data available.
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Heart Disease and Stroke

SAN DIEGO COUNTY

Chapter 12

q—lealthy People 2010 Goal: Improve cardiovascular health and quality op
life through the prevention, detection, and treatment of risk factors; ear-
ly identification and treatment of heart attacks and strokes; and preven-
\lion of recurrent cardiovascular events. y

In the United States, heart disease and stroke were
the first and fourth leading causes of death in 2009.
In that year, 599,413 people died of heart disease
and 128,842 people died of stroke, together
comprising more than 29% of all deaths in the Unit-
ed States."?

Heart disease and stroke are also major causes of
iliness, disability, and increases in health care costs.
Coronary heart disease (CHD) accounts for the greatest
proportion of heart disease. It is estimated that 12 mil-
lion people have CHD in the United States.* Another 4
million people have cerebrovascular disease, the most
common type of which is stroke.* Nearly 800,000
strokes occur each year in the United States.’

Heart disease and stroke share many risk factors, many
of which can be prevented through lifestyle changes.
Primary prevention to promote heart-healthy behaviorsis a
key strategy in reducing development of heart disease
orstroke.* For example, smoking cessation has in-
stant health benefits for both men and women. The
risk of dying within 15 years is cut in half for people
who quit smoking before the age of 50 years.*

Since smoking begins in adolescence, primary pre-
vention efforts should be increased throughout the
school-aged years.

Risk factors for both
heart disease & stroke include:
Cigarette smoking
Overweight and obesity
High blood pressure
High blood cholesterol

Overweight and obesity affects an increasing percent-
age of the population, and prevention continues to be
achallenge. However, people who are overweight
or obese are at increased risk of high blood pres-
sure, high cholesterol, diabetes, CHD, stroke, and
many other diseases. Even moderate physical activi-
ty can help to control weight and have significant
health benefits , but efforts to increase physical ac-
tivity have proven difficult. Thus, primary preven-
tion in the form of education about balancing calo-
rie intake with physical activity is critical.”

More detailed information about coronary heart

disease, stroke, high blood pressure and high choles-
terol will be discussed in the sections to follow.
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ary Heart Disease

Heart disease is a broad description of many specific
heart conditions, the most common of which in the
United States is coronary heart disease (CHD). CHD
happens as the result of atherosclerosis—when the
coronary arteries that supply blood to the heart
harden and get smaller because they fill with plaque
(fatty deposits).” Plaque in these arteries makes it
harder for blood to travel through them to give nu-
trients and oxygen to the heart.

Angina (chest pain or discomfort) or arrhythmias
(irregular heart beats) can develop as the result of
CHD. Eventually, CHD can lead to a heart attack or
heart failure, where the heart can no longer pump
blood normally. The risk of stroke is also increased
with CHD due to decreased blood flow to the brain.

CHD Risk Factors®

» Increasing age - people 65 years and
older are at greater risk

« Male gender - men are more likely
than women to have CHD

« Heredity or genetics - the risk of
CHD increases 2 to 3 times if a close
relative has the disease

« Tobacco use

« High blood cholesterol - above
240mg/dL

« Physical inactivity

o Obesity - BMI 30 or above

« Diabetes - glucose 126 or higher

» High blood pressure - systolic above
130 mm Hg, diastolic above 80 mm Hg

While some risk factors for CHD cannot be modi-
fied, treated or controlled, many can. The more risk
factors that are present, the greater the chance of
developing CHD. Thus, screening for risk factors
such as high blood pressure and high cholesterol is
an important step in identifying people at high risk
of developing the disease. Treating and controlling
these conditions, together with behavioral changes
such as quitting smoking and increasing physical ac-
tivity, can reduce the risk of CH D.*

CHD Prevention

o Quit Smoking - can decrease the risk
of CHD by at least half
« Be physically active
« Eat healthful foods - consume at least five
servings of fruits and vegetables daily
o Control weight
« Avoid drinking too much alcohol -
no more than 1 drink per day for
women and 2 drinks per day for men
« See a doctor regularly to:
« Monitor cholesterol level
o Check blood pressure
« Control diabetes




HP 2010 Objectives

12-1. Reduce coronary heart disease
deaths.

Target: 162 deaths per 100,000 population (age-adjusted).

National Baseline: 203 coronary heart disease deaths per
100,000 population in 1999 (age-adjusted to the year 2000

decreased steadily from 2000 through 2009, and has remained
below the age-adjusted rates for the U.S. and California (Figure
1). Regional level data is available by gender, race/ethnicity
and age (Figure 2).

Figure 1. CHD Deaths by Year

standard population).

National Data Source: National Vital Statistics System-
Mortality (NVSS-M), CDC, NCHS.
Local Data: In San Diego County, the age-adjusted coronary
heart disease death rate was 102.5 per 100,000 residents in

20009.

Local Data Source: Death Statistical Master Files (CA DPH), CoSD,
HHSA, EISB, 12/12/2011; SANDAG, Current Population
Estimates, 10/2010.

Detailed Local Data: The County age-adjusted CHD death rate
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB 12/12/2011;
SANDAG, Current Population Estimates, 10/2010.
¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed

7/30/2012: http://wonder.cdc.gov/cmf-icd10.html.

Figure 2. CHD' Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County .
No. |Rate*| No. [Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. |[Rate* | No. [Rate* adjusted rate™
Total** | 552 |102.8|578| 92.6 | 507 | 98.7 | 516 [112.0| 639 |135.7 | 613 [105.8|3,415(107.2 102.5
Gender
Male 294 [106.3|301| 97.0 | 292 (112.3| 276 |120.7| 387 |168.4| 335 {118.0|1,891|119.0 1354
Female | 258 | 99.0 | 277 | 88.2 | 215 | 84.8 | 240 | 103.4| 252 |104.5| 278 | 94.1 |1,524| 95.5 76.6
Race/
Ethnicity
White | 474 |150.0|489 |126.5| 262 [191.3| 269 |237.8 | 544 |181.7| 530 |158.9|2,575|162.4 106.1
Black 9 |403| 8 | 396 | 85 |128.1| 14 | 689 | 14 | 551 | 10 | 85.0 | 140 | 84.2 130.1
Hispanic | 40 |26.8 | 35 |43.2| 8 |[39.1 (175|699 | 59 |57.6 | 39 | 24.1 | 435 | 45.2 101.7
APIE 23 | 77.0| 40 |37.4| 69 |96.6 | 50 | 81.0 | 12 | 61.5 | 25 | 50.2 | 220 | 64.8 74.5
Other# <5 § <5 § <5 § 8 524 | 10 | 41.6 7 31.7 37 |28.1 49.7
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 65 [ 23.9| 67 |19.0 113 (406 | 72 | 31.2 | 145|579 | 99 | 33.2 | 564 | 33.5
65+ 487 [799.5|/511|631.9| 394 |866.6 | 443 |915.4| 493 |853.7 | 514 |686.8 2,849 |773.7

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population

** Numbers may not add up to totals due to unknown or missing details.

T CHD Death refers to (underlying cause of death) ICD-10 codes I11, 120-125.
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native, American Indian, or
er. Unknown not included.
§ Rates not calculated for fewer than 5 events.
Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,
Current Population Estimates, 10/2010. Prepared by

CoSD, HHSA, Community Health Statistics, 12/12/2011.
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CHD Local Findings

« On average, 3,921 residents die from
CHD every year. -peath, 2000-2009

« San Diego County exceeded the HP2010 goal
of reducing CHD deaths . -Death, 2009

« Males have a higher rate of death from
CHD than females. -peath, 2009

« Whites were more likely than other racial/
ethnic groups to die of CHD. -peath, 2009

12-2. Increase the proportion of adults
aged 20 years and older who are aware of
the early warning symptoms and signs of a
heart attack and the importance of access-
ing rapid emergency care by calling 911.

Target: 50 percent.

National Baseline: 46 percent of adults aged 20
years and older were aware of the early warning
symptoms and signs of a heart attack and the im-
portance of accessing rapid emergency care by call-
ing 911 in 2001.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

12-3. Increase the proportion of eligible pa-
tients with heart attacks who receive timely
artery-opening therapy from symptom onset.

Target and National Baseline:

2000-04 2010
Baseline | Target

Increase the percent of
eligible heart attack pa-

Objective| . .
tients who receive the

s Percent
specified treatment.

Fibronlytics within one

12-3a.
hour of symptom onset

4.0 6.0

percutaneous interven-
tion (PCl) within 90
minutes of symptom on-
set

12-3b. 0.64 0.67

National Data Sources: National Registry of Myo-
cardial Infarction (NRMI—4), National Acute Myocar-
dial Infarction Project, Centers for Medicare & Med-
icaid Services (CMS).

Local Data: No local data available.

12-4. Increase the proportion of persons
trained in cardiopulmonary resuscitation
(CPR) in the past year.

Target: 12 percent.

National Baseline: 8 percent of persons aged 20
years and older were trained in cardiopulmonary
resuscitation (CPR) in the past year in 2001.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

12-5. (Not Developed) Increase the propor-
tion of eligible persons with witnessed
out-of-hospital cardiac arrest who receive
their first therapeutic electrical shock with-
in 6 minutes after collapse recognition.

Potential National Data Source: National EMS Infor-
mation System (NEMSIS), National Association of
State EMS Directors (NASEMSD), in coordination
with U.S. Department of Transportation, NHTSA,
and HRSA, Trauma/EMS System:s.

Local Data: No local data available.




12-6. Reduce hospitalizations of older
adults with congestive heart failure as the
principal diagnosis.

Target and National Baseline:

. 1997 2010
Reduce the rate of hospi- .
. . Baseline | Target
Objective [talizations due to conges-
tive heart failure. Rate per 1,000 pop-
ulation
12-6a. |Adults aged 65 to 74 years 13.2 6.5
12-6b.  |Adults aged 75 to 84 years 26.7 13.5
12-6c. Adults aged 85 years and 53 7 26.5
older

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data:

12-6a: In San Diego County, the rate of hospitaliza-
tion for congestive heart failure among adults ages
65 to 74 years was 1.5 per 1,000 residents in 2009.

12-6b: In San Diego County, the rate of hospitaliza-
tion for congestive heart failure among adults ages
75 to 84 years was 3.7 per 1,000 residents in 2009.

12-6c¢: In San Diego County, the rate of hospitaliza-
tion for congestive heart failure among adults ages
75 to 84 years was 8.3 per 1,000 residents in 2009.

Local Data Source: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human
Services Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.
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Cerebrovascular disease (CVD) includes a group of
diseases that affect the arteries of the central nerv-
ous system, the most severe form of which is a
stroke.” A stroke is a disease of the blood vessels
that occurs when blood and oxygen are unable to
reach the brain because a blood vessel is blocked
(ischemic) or bursts (hemorrhagic). Without blood
giving the brain proper nutrients and oxygen, parts
begin to die.®> On average, someone in the United
States will have a stroke every 40 seconds.’

Stroke Risk Factors

« Male gender - men are more likely
than women to have a stroke

« Heredity or genetics

» Heartdisease - doubles the risk of stroke

» Tobacco use - the risk of ischemic stroke in
smokers is double that of nonsmokers

o Oral contraceptive use

o Stress

» Heavy alcohol consumption - excessive
drinking can lead to high blood pressure

« Obesity- doubles the risk of developing
high blood pressure

 Physical inactivity

« High blood pressure - the most im-
portant risk factor for stroke!

There are two major types of stroke. Ischemic
strokes account for 87% of all strokes,'® and occur
when an artery that supplies blood and oxygen to
the brain is blocked by a clot. They can also be
caused by a narrowing of the arteries (stenosis).
The most common condition that causes stenosis is

o Stoke

atherosclerosis, in which plague builds up inside the
artery causing thickening, hardening, and loss of
elasticity.'®

Hemorrhagic strokes occur when an artery that
supplies blood to the brain bursts and bleeds into
the brain, causing excess pressure. There are sever-
al causes of hemorrhagic stroke, including aneu-
rysm, in which a weak artery wall expands and rup-
tures. Hemorrhage can also occur when artery
walls become brittle and thin, leading to a bleed.®

A transient ischemic attack, often called a “warning
stroke” or a “mini-stroke,” occurs when a blockage
occurs for a short period of time and then clears up.
Transient ischemic strokes can predict more serious
strokes in the future.

Like CHD, some risk factors for stroke cannot be
modified, treated or controlled. The most im-
portant risk factor for stroke is high blood pressure.
Thus, screening, treatment, and control of the con-
dition is an important step in reducing the risk of
stroke.”
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Stroke Prevention

Engage in physical activity - Spend at
least 2 hours and 30 minutes of doing
moderate exercise each week

Eat healthy foods - Five servings of
fruits and vegetables each day can reduce
the risk of stroke by 30%

Lower blood cholesterol - Eat high
fiber, low fat foods

Lower blood pressure - manage
stress and eat healthy foods
Moderate alcohol consumption

Local Findings

On average, 1,329 residents die from
stroke every year. -peath, 2000-2009

San Diego County exceeded the HP2010
goal of reducing stroke deaths . -Death, 2009

HP 2010 “B]ECUVES

12-7. Reduce stroke deaths.

Target: 50 deaths per 100,000 population (age-
adjusted).

National Baseline: 62 deaths from stroke per
100,000 population occurred in 1999 (age-adjusted
to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted stroke
death rate was 32.6 per 100,000 residents in 2009.

Local Data Source: Death Statistical Master Files (CA DPH),
CoSD, HHSA, EISB,12/12/2011; SANDAG, Current Popu-
lation Estimates, 10/2010.

Detailed Local Data: The County age-adjusted stroke
death rate decreased steadily from 2000 through 2009,
and has remained close to the age-adjusted rates for
the U.S. and California (Figure 1). Regional level data is
available by gender, race/ethnicity and age (Figure 2).

Figure 3. Stroke Deaths by Year
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12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
7/30/2012: http://wonder.cdc.gov/cmf-icd10.html.




12-8. Increase the proportion of adults who
are aware of the early warning symptoms and
signs of a stroke and the importance of access-
ing rapid emergency care by calling 911.

Target: 83 percent.

National Baseline: 78 percent of adults aged 20 years
and older were aware of the early warning symptoms
and signs of a stroke in 2001. (Current baseline data do
not include the importance of accessing 911; the base-
line will be updated with data regarding the importance
of 911 when the data have been analyzed.)

National Data Source: National Health Interview Survey
(NHIS), CDC, NCHS.

Local Data: No local data available.

Figure 4. Stroke' Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*
Total** | 171 | 31.8 {190 | 30.4 | 152 | 29.6 | 147 | 31.9 | 190 | 40.3 | 225 | 38.8 | 1,080 33.9 32.6
Gender
Male 70 | 253 |80 | 258 | 62 | 23.8| 70 | 30.6 | 74 | 32.2 | 88 | 31.0 | 449 | 28.3 32.7
Female | 101 | 38.8 |110|35.0| 90 | 355 | 77 | 33.2 | 116 | 48.1 | 137 | 46.4 | 631 | 39.5 32.2
Race/
Ethnicity
White | 135 |42.7 |158|40.9 | 62 | 453 | 60 | 53.0 | 152 | 50.8 | 171 | 51.3 | 742 | 46.8 30.2
Black 5 224 | <5 § 29 | 43.7 5 24.6 9 354 | <5 § 56 | 33.7 54.9
Hispanic | 19 | 12.7 | 10 | 124 | 32 | 14.7 | 58 | 23.2 | 20 | 19.5| 21 | 13.0 | 161 | 16.7 35.6
APl 12 | 40.2 | 17 | 159 | 27 | 37.8 | 23 | 37.3 6 30.8 | 24 | 48.2 | 109 | 32.1 37.0
Other# <5 § <5 § <5 § <5 § <5 § 5 22.7 12 9.1 15.9
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 21 | 7.7 | 24| 68 | 33 | 119 | 27 | 11.7 | 29 | 116 | 22 7.4 157 | 9.3
65+ 150 |246.3|166|205.3| 118 |259.5| 119 |245.9| 161 |278.8| 201 |268.6| 919 |249.6

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

t Stroke Death refers to (underlying cause of death) ICD-10 codes 160-

169.

t1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.
§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG,
Current Population Estimates, 10/2010. Prepared by CoSD, HHSA, Community Health Statistics, 12/12/2011.
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lood Pressure

High blood pressure (HBP), or hypertension, is a se-
rious condition that can lead to a variety of health
problems and diseases, including CHD and stroke. It
is estimated that 1 in 3 adults has HBP in the United
States.!’ Since there are typically no symptoms,
nearly one-third of these people are unaware they
have it.*? Often called the “silent killer,” it is during
this time that major damage can occur to the heart,
blood vessels, kidneys, and other parts of the body.

Blood pressure refers to the force in the arteries
when the heart is beating (systolic pressure) and
when the heart is at rest (diastolic pressure). High
blood pressure in adults is defined as systolic pres-
sure greater than or equal to 140 mm Hg or diastolic
pressure greater than or equal to 90 mm Hg."

HBP can be prevented through a healthy lifestyle,
including diet, exercise, and the management of
stress. For people who already have HBP, lifestyle
changes and medication can help to reduce it to a
to an appropriate level.

High Blood Pressure Risk Factors

o Older age

« Genetic factors

o Birth control pills

o Certain medications - such as asth-
ma and cold relief products

o Obesity
« Physical inactivity
o Poor diet

» Excessive alcohol consumption
» Tobacco use

HP 201

12-9. Reduce the proportion of adults with
high blood pressure.

jectives

Target: 14 percent (age-adjusted).

National Baseline: 26 percent of persons aged 20
years and older, excluding pregnant women, who
had high blood pressure/hypertension in the 1988-
94 survey cycle (age-adjusted to the year 2000
standard population).

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People data excludes preg-
nant women. Data for San Diego County does not
exclude pregnant women.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 27.4% of persons aged
20 years and older had high blood pressure.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).




12-10. Increase the proportion of adults
with high blood pressure whose blood pres-
sure is under control.

Target: 68 percent (age-adjusted).

National Baseline: 25 percent of persons with high
blood pressure/hypertension aged 18 years and older,
excluding pregnant women, who have been told by a
doctor or other health professional to take prescribed
blood pressure medicine and are now taking it and
whose mean systolic blood pressure is less than 140
mm Hg and mean diastolic blood pressure is less than
90 mm Hg for the 1988-94 survey cycle (age adjusted to
the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: No local data available.

12-11. Increase the proportion of adults
with high blood pressure who are taking
action (for example, losing weight, increas-
ing physical activity, or reducing sodium in-
take) to help control their blood pressure.

Target: 98 percent (age-adjusted).

National Baseline: 84 percent of persons with high
blood pressure/hypertension aged 18 years and old-
er who were dieting, reducing salt or sodium intake,
exercising, reducing alcohol consumption or taking
high blood pressure medications in 1998 (age-
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because data for San Diego County refers to
persons who took medication to help control their
blood pressure. Healthy people data refers to per-
sons who took action (for example, lost weight, in-
creased physical activity, or reduced sodium intake)
to help control their blood pressure.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 71.0% of persons aged
18 years and older with high blood pressure took
medication to help control their blood pressure.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 7/2012).

12-12. Increase proportion of adults who have
had their blood pressure measured within the
preceding 2 years and can state whether their
blood pressure was normal or high.

Target: 95 percent.

National Baseline: 90 percent of persons aged 18
years and older who had their blood pressure meas-
ured within the preceding 2 years and can state lev-
el in 1998.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

12-10



Cholesterol is a waxy, fat-like substance found in
the bloodstream and in all cells of the body. The
body uses cholesterol to make cell membranes, hor-
mones, vitamin D, and substances that help in di-
gestion. The body makes all that it needs, but there
is also cholesterol found in some food. Too much
cholesterol in the blood, or high blood cholesterol,
is a major risk factor for heart disease and stroke.
Because there are no symptoms, most people are
not aware that they have high cholesterol.****

There are two kinds of cholesterol. Low-density
lipoprotein (LDL) cholesterol is known as bad cho-
lesterol, and leads to a buildup of plaque in the ar-
teries. High-density lipoprotein (HDL) cholesterol
is known as good cholesterol, and carries cholester-
ol from other parts of the body back to the liver,
where it is then removed.”

Lowering cholesterol is important for everyone. All
individuals ages 20 years and older should get their
cholesterol checked at least once every 5 years.
High cholesterol can be prevented or controlled by
maintaining a healthy, low-fat diet, monitoring
weight, and increasing activity levels.”™

High Cholesterol Risk Factors

o Older age
« Heredity or genetic factors
o Female gender
o Poor diet
— High in saturated fat
- High in trans fats
- High in eggs, meat, or cheese
e Physical inactivity

Cholesterol

HP 2010 Objectives

12-13. Reduce the mean total blood choles-
terol levels among adults.

Target: 199 mean cholesterol level (age-adjusted).

National Baseline: 206 was the mean value of total
cholesterol measurements for adults aged 20 years
and older during the 1988-94 survey cycle (age-
adjusted to the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: No local data available.

12-14. Reduce the proportion of adults with
high total blood cholesterol levels.

Target: 17 percent (age-adjusted).

National Baseline: 21 percent of persons aged 20
years and older had a total blood cholesterol level of
240 mg/dL or greater during the 1988-94 survey cycle
(age adjusted to the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective. This
is because data for San Diego County reflects an actual
percent. Healthy People data reflects an age-adjusted
percent.

In San Diego County, according to the 2005 California
Health Interview Survey, 20.4% of persons aged 20 years
and older had high total blood cholesterol levels.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Survey,”
http://www.chis.ucla.edu/ (accessed 9/2012).

12-11



12-15. Increase the proportion of adults
who have had their blood cholesterol
checked within the preceding 5 years.

Target: 80 percent (age-adjusted).

National Baseline: 67 percent of persons aged 18
years and older had their cholesterol checked with-
in 5 years during the 1988-94 survey cycle (age ad-
justed to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because data for San Diego County reflects an
actual percent. Healthy People data reflects an age-
adjusted percent.

In San Diego County, according to the 2005 Califor-
nia Health Interview Survey, 84.8% of persons aged
18 years and older had their blood cholesterol
checked within the preceding 5 years.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012)

12-16. (Not Developed) Increase the propor-
tion of persons with coronary heart disease
who have their LDL-cholesterol level treat-
ed to a goal of less than 100 mg/dL.

Proposed National Data Source: National Health
and Nutrition Examination (NHANES), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because San Diego County data refer to per-
sons who were told they had any kind of heart disease
and high blood cholesterol (without mention of LDL
cholesterol treatment goal being reached). Healthy
People data refer to persons with coronary heart dis-
ease who had their LDL-cholesterol level treated to a
goal of less than 100 mg/dL.

In San Diego County, according to the 2005 California
Health Interview Survey, 26.9% of adults had a high
blood cholesterol level, among those who ever were
told they had any kind of heart disease and who had
their cholesterol checked in the past 5 years.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).
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SAN DIEGO COUNTY

Chapter 13

Healthy People 2010 Goal: Prevent HIV infection and its related iliness

and death.

An estimated 1.2 million people are living with HIV
in the United States, and in 2009, approximately
48,100 new HIV infections occurred.’ Alarmingly,
more than one out of every five individuals with HIV
(21%) are unaware of their infection.”?

Human immunodeficiency virus (HIV) is a disease
that attacks the human immune system by
destroying white blood cells, thus impairing the
body’s ability to fight disease. HIV becomes
acquired immunodeficiency syndrome (AIDS) when
either the number of white blood cells in the body
falls below a certain threshold or when an individual
with HIV develops certain cancers or infections.

AIDS is the last phase of HIV infection, and means
that the HIV virus has weakened their immune
system such that it is a challenge to fight infections.
Eventually, those who have AIDS cannot fight off
other pathogens and they die from damage caused
by one or more diseases.

An AIDS-defining condition is any illness, such as
certain cancers or infections, that when occurring in
an HIV-infected person, leads to an AIDS diagnosis.6
These conditions include: yeast infection; invasive
cervical cancer; mold, fungal and parasitic diseases;
human herpesvirus 5; HIV-related encephalopathy;
severe Herpes Simplex; Darling’s disease; human
intestinal disease; Kaposi’s sarcoma; lymphoma;
mycobacterium avium complex; pneumonia caused
by yeast-like fungus; recurrent pneumonia;
Progressive multifocal leukoencephalopathy;
recurrent Salmonella septicemia; toxoplasmosis of
the brain; tuberculosis; and wasting syndrome.

HIV is found in the blood, semen, or vaginal fluid of
an infected person, and is spread through the
exchange of these fluids. HIV can be transmitted by
having anal, vaginal, or oral sex with an infected
person, sharing needles and syringes with an
infected person, or being exposed to HIV

before or during birth or through breast

feeding.!




Declines in new cases of HIV were noted in the late
1990’s due to education and increased awareness
about the risk factors for HIV transmission. Infection
rates are now relatively stable. However, the number
of people living with the infection is continuing to in-
crease because earlier detection and improved treat-
ments have resulted in a longer life expectancy for peo-
ple with HIV.* The age-adjusted death rate for HIV dis-
ease in 2009 was 3.0 per 100,000 individuals in the
United States.”

HIV Risk Factors

e Male gender
e Age under 40 years
e Black and Hispanic race/ethnicity

e Risky sexual behavior, such as unpro-
tected sex

o Intravenous drug use/needle sharing
e Having a sexually transmitted disease
e Perinatal infection

HIV disproportionately affects some populations
more than others. Men who have sex with men
(MSM), black/African-Americans and Hispanics/
Latinos, are most affected by HIV in the United
States. In 2009, 57% of the new HIV infections were
diagnosed among MSM. Blacks accounted for 44% of
the new HIV infections in the United States and
Hispanics accounted for 20% of new infections in
2009.

Many people are still being diagnosed with HIV later
in the course of their infection in the United States.
In 2008, 33% of the newly diagnosed HIV infections
received an AIDS diagnosis within 12 months." Efforts
are still needed to promote not only prevention but
to normalize routine HIV testing.

HIV Prevention

HIV can be prevented through:

e Safe sex practice, including condom use
with a lubricant

e Drug abuse treatment, to stop needle
sharing and risky sexual behaviors

o STD treatment, to lower one’s ability to
give or receive HIV

e HIVtesting, to know personal HIV status

Local Findings

o The rate of new AIDS cases in San Diego

County was significantly higher than the
HP2010 objective. ~HARs, 2009

o The age-adjusted death rate from HIV-

infection in San Diego County was 2.1 per
100,000 persons. ~Death, 2009

e In San Diego County, 91.1% of new

reported HIV-infected persons survived
more than 3 years after a diagnosis of
AIDS. The HP2010 goal was 88%.

~HARS, 2009




HP 2010 Objectives

13-1. Reduce AIDS among adolescents and
adults.

Target: 1.0 new case per 100,000 persons.

National Baseline: 17.8 cases of AIDS per 100,000
persons aged 13 years and older in 1998. Data are
estimated; adjusted for delays in reporting.

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHSTP.

Local Data: In San Diego County, according to the
HIV/AIDS Epidemiology Unit, the rate of new AIDS cas-
es among persons aged 13 years and older was 11.4
per 100,000 in 2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
HIV/AIDS Reporting System; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Diego
(CoSD), Health & Human Services Agency (HHSA),  Com-
munity Health Statistics, 12/21/2011.

13-2. Reduce the number of new AIDS cas-
es among adolescent and adult men who
have sex with men.

Target: 12,274 new cases.

National Baseline: 16,365 new cases of AIDS in
1998 among males aged 13 years and older. Data
are estimated; risk is redistributed; adjusted for
delays in reporting.

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHSTP.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People 2010 reports the
number of cases and compares one single year,
1998. San Diego County reports a percentage that is
based on a comparison between the years 2000-
2004 and 2005-2009.

In San Diego County, according to the HIV/AIDS
Epidemiology Unit, the number of new AIDS cases
among men aged 13 years and older who have sex
with men increased by 7.0% between 2000-2004
and 2005-2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-3. Reduce the number of new AIDS cases
among females and males who inject drugs.

Target: 8,087 cases.

National Baseline: 10,782 new cases of AIDS among
injection drug users aged 13 years and older were
reported in 1998.

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHSTP.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People 2010 reports the
number of cases and compares one single year,
1998. San Diego County reports a percentage that is
based on a comparison between the years
2000-2004 and 2005-2009.

In San Diego County, according to the HIV/AIDS Epide-
miology Unit, the number of new AIDS cases among
females and males aged 13 years and older who in-
ject drugs, decreased by 42.1% between 2000-2004
and 2005-2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-4. Reduce the number of new AIDS cas-
es among adolescent and adult men who
have sex with men and inject drugs.

Target: 1,889 cases.

National Baseline: 2,518 new cases of AIDS among
males aged 13 years and older in 1998. Data are
point estimates; risk redistributed; adjusted for
delays in reporting.

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHSTP.
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Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because Healthy People 2010 reports the
number of cases and compares one single year,
1998. San Diego County reports a percentage that is
based on a comparison between the years 2000-
2004 and 2005-2009.

In San Diego County, according to the HIV/AIDS Epide-
miology Unit, the number of new AIDS cases among
men aged 13 years and older who have sex with
men and inject drugs, decreased by 3.6% between
2000-2004 and 2005-2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-5. (Not Developed) Reduce the number
of new cases of HIV/AIDS diagnosed among
adolescents and adults.

Potential National Data Source: HIV/AIDS
Surveillance System, CDC, NCHSTP.

13-6. Increase the proportion of sexually
active persons who use condoms.

Increase the proportion of | g coine | 2010

sexually active unmarried (vear) Target
Objective |persons aged 18-44 years
who report using a condom Percent

at last sexual intercourse.

13-6a. |Females 23 (1995) 50

13-6b.  |Males 42 (2002)| 54

Target and National Baseline:

National Data Source: National Survey of Family
Growth (NSFG), CDC, NCHS.

Local Data: No local data available.

13-7. Objective deleted by Federal
Government at midcourse review.

13-8. Increase the proportion of substance
abuse treatment facilities that offer HIV/
AIDS education, counseling, and support.

Target: 70 percent.

National Baseline: 58 percent of substance abuse
treatment facilities offered HIV/AIDS education,
counseling, and support in 1997.

National Data Source: Data from the original data
source (the UFDS) were collected periodically. As of
2000, the data source was changed to the Survey of
Substance Abuse Treatment Services (N-SSATS) and
data are available annually.

Local Data: No local data available.

13-9. Objective deleted by Federal Govern-
ment at midcourse review.

13-10. Objective deleted by the Federal
Government at midcourse review.

13-11. Increase the proportion of adults
with tuberculosis (TB) who have been test-
ed for HIV.

Target: 89 percent.

National Baseline: 61 percent of adults aged 25 to
44 years with TB were tested for HIV in 1998.

National Data Source: National TB Surveillance
System, CDC, NCHHSTP.

Local Data: In San Diego County, 96% of adults
aged 25 to 44 with TB in 2009 were tested for HIV
at the time of TB diagnosis.

Local Data Source: County of San Diego, HHSA,
Tuberculosis Control Program, County TB Registry;
SANDAG, Current Population Estimates, 10/2010.
Prepared by County of San Diego (CoSD), Health & Human
Services Agency (HHSA), Community Health Statistics,
12/21/2011.
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13-12. Objective deleted by the Federal gov-
ernment at midcourse review.

13-13. Increase the proportion of HIV-infected ad-
olescents and adults who receive testing, treat-
ment, and prophylaxis consistent with current
Public Health Service treatment guidelines.

Target and National Baseline:

Increase in HIV-Infected Per-
sons Aged 13 Years and Old-
er Receiving Testing, Treat-

1997 2010
Baseline | Target

Objective

iment, and Prophylaxis Con-
sistent With Current Public
Health Service Guidelines

Percent

Testing

13-13a. |Viral load testing Not Developed

13-13b. (Tuberculin skin testing (TST) Not Developed

Treatment

13-13c. |Any antiretroviral therapy 85 95

Highly active antiretroviral

13-13d therapy (HAART)

61 95

Prophylaxis

Pneumocystis carinii pneu-

13-13e.
3-13¢ imonia (PCP) prophylaxis

81 95

Mycobacterium avium

13-13f. complex (MAC) prophylaxis

53 95

Note: Data from 11 cities and 9 States. 13-13a,b are developmental.

National Data Source: Adult Spectrum of Disease
(ASD) Surveillance Project, CDC, NCHSTP.

Local Data: No local data available.

13-14. Reduce deaths from HIV infection.

Target: 0.7 deaths per 100,000 persons (age-
adjusted).

National Baseline: 5.3 deaths from HIV infection
per 100,000 persons in 1999 (age adjusted to the
year 2000 population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
death rate for HIV infection was 2.1 per 100,000
persons in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, HIV/AIDS Epidemiology Unit; SANDAG, Current
Population Estimates, 10/2010. Prepared by County of
San Diego, Health & Human Services Agency, Commu-
nity Health Statistics, 2010.

13-15. (Developmental) Increase the
proportion of new HIV infected diagnosed
before the progression to AIDS.

Potential National Data Source: HIV/AIDS Surveil-
lance System, CDC, NCHSTP.

Local Data: In San Diego County, according to the
HIV/AIDS Epidemiology Unit, 78.0% of new reported
HIV infected persons were diagnosed with the dis-
ease before it progressed to AIDS in 2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-16. Increase the proportion of HIV-
infected persons surviving more than 3
years after a diagnosis of AIDS.

Target: 88 percent.

National Baseline: 82 percent of persons diagnosed
with AIDS four years prior to 1998 were surviving
(36 months after AIDS diagnosis).

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHHSTP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010. This is
because the Healthy People 2010 data reflects a 3-
year survival. San Diego County data reflects

a 4-year survival.
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In San Diego County, according to the HIV/AIDS Epide-
miology Unit, 91.1% of HIV-infected persons diag-
nosed in 2006, survived more than 3 years after a
diagnosis of AIDS.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-17. Reduce the number of new cases of
perinatally acquired HIV/AIDS diagnosed
each year and perinatally acquired AIDS.

Reduce the number of 2002 2010
Objective [new cases diagnosed Baseline | Target
each year Percent

Perinatally acquired HIV/

13-17a.
3170 1 ps

Not Developed

13-17b. |Perinatally acquired AIDS 103 75

Target and National Baseline:

National Data Source: HIV/AIDS Surveillance
System, CDC, NCHHSTP.

Local Data: In San Diego County, there were 5 cases
of perinatally acquired HIV/AIDS.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/AIDS Epidemiology Unit,
Enhanced HIV/AIDS Reporting System, 2000-2009.

13-18. (Not Developed) Reduce the number
of new cases of HIV/AIDS diagnosed in ad-
olescent and young adult females aged 13
to 24 years that are associated with heter-
osexual contact.

Potential National Data Source: HIV/AIDS Surveil-
lance System, CDC, NCHHSTP.
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SAN DIEGO COUNTY

Chapter 14

Healthy People 2010 Goal: Prevent disease, disability, and death from
infectious diseases, including vaccine-preventable diseases.

Despite advances in medical research and treat-
ment, infectious diseases remain among the leading
causes of death worldwide,* and are a major cause
of illness, disability, and death even in the United
States.” Considered together, influenza and
pneumonia constituted the eighth leading cause of
death in the United States in 2009.>

Infectious diseases are caused by pathogenic
microorganisms, including bacteria, viruses, para-
sites or fungi.4 These diseases can be spread from
one person to another, either directly or indirectly.
Infectious diseases of animals that can be trans-
mitted to humans are called zoonotic diseases.*

Infectious diseases remain among the leading caus-
es of death for three reasons. First, new infectious
diseases continue to emerge. These include out-
breaks of previously unknown diseases. Second, old
infectious diseases re-emerge. Re-emerging diseas-
es are those that have reappeared after a significant
decline in incidence. Finally, intractable infectious
diseases persist.1 In addition, antimicrobial re-
sistance is rapidly evolving in hospital-and commu-
nity-acquired infections.

Vaccines can prevent the illness and death associat-
ed with many infectious diseases. Vaccines are bio-
logical substances that produce an immune re-
sponse identical to the response produced by the
natural infection. Vaccines not only
protect the individual, they protect

those in the population who cannot be vaccinated
by providing group immunity. In other words, when
unvaccinated persons live within a community
where vaccination rates are high, they are offered
protection from exposure to the disease.”

High Risk Populations
« Black and Hispanic race/ethnicity

« Children living in poverty, especially
in large urban areas

« Persons aged 65 years and older
o Persons with impaired host defenses
« Pregnant women and newborns

o Travelers, immigrants, and
refugees




es Preventable Through
Universal Vaccination

Universal vaccination together with community-
based prevention programs can help to protect the
population from a number of infectious diseases.
Vaccinations used routinely in childhood for the
prevention of measles, mumps, rubella, varicella,
diphtheria, tetanus, pertussis, polio, hepatitis B, and
invasive Hib disease have reduced reported cases of
these diseases to record low levels.?

Other infectious diseases, such as Hepatitis B virus
(HBV), bacterial meningitis, and invasive pneumococcal
infections can be prevented by universal vaccination of
children as well.” Routine vaccination of children will
produce a highly immune population over time and
eventually eliminate these diseases.

'~ HP2010 Objectives

14-1. Reduce or eliminate indigenous cases
of vaccine-preventable diseases.

Target and National Baseline:

Reduction in number of 1998 2010

Objective |cases for specified dis- Baseline | Target
ease and age group. Number of Cases
Congenital Rubella Syn-

14-1a. |drome (children under 7 0
age 1 year)

14-1b. Diphtheria (persons un- 1 0
der age 35 years)
Haemophilus influenzae

14-1c.  ftype b (children under 163 0
age 5 years)
Hepatitis B (persons aged 708

14-1d. 7
2 to 18 years) (1997)"

14-1le. |Measles (persons of all ages) 74 0

14-1f. Mumps (persons of all ages) 666 0

14-1. Pertussis (children under 3417 2,000
age 7 years)

14-1h. Polio (wild-type virus) 0 0
(persons of all ages)

14-1i. Rubella (persons of all ages) 364 0

14-1;. Tetanus (persons under 14 0
age 35 years)
Varicella (chicken pox) 2,229,999

14-1k. 223,000
(persons under age 18 years) (1999)*

*Includes cases with type b and unknown serotype.
"Estimated hepatitis B cases for 1997.

*Data based on average from 1990-94 for persons of
all ages.




National Data Sources: National Congenital Syn-
drome Registry, CDC, NCIRD; National Notifiable
Disease Surveillance System (NNDSS), CDC, NCPHI;
Active Bacterial Core Surveillance (ABCs), CDC,
NCIRD, Emerging Infections Program Network; Na-
tional Health Interview Survey (NHIS), CDC, NCHS.

Local Data:

14-1a: In San Diego County, there were no cases of
Congenital Rubella Syndrome in 2009.

14-1b: In San Diego County, there were no cases of
Diptheria in 2009.

14-1c: San Diego County data are not directly com-
parable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflects
persons aged 5 years and younger; San Diego Coun-
ty data reflect all ages.

In San Diego County, according to the Epidemiology
and Immunization Branch, the number of new
Haemophilus influenzae type b cases among  per-
sons of all ages was 0 in 2009.

14-1d: San Diego County data are not directly com-
parable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflects
persons aged 2 to 18 years; San Diego County data
reflect all ages.

In San Diego County, according to the Epidemiology
and Immunization Branch, the number of new Hep-
atitis B cases among persons of all ages was 2 in
2009.

14-1e: In San Diego County, according to the Epide-
miology and Immunization Branch, the number of
new Measles cases among persons of all ages was 1
in 2009.

14-1f: In San Diego County, according to the Epide-
miology and Immunization Branch, the number of
new Mumps cases among persons of all ages was 1
in 2009.

14-1g: San Diego County data are not directly com-
parable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflects
persons aged 6 years and younger;

San Diego County data reflect all ages.

In San Diego County, according to the Epidemiology
and Immunization Branch, the number of new
Pertussis cases among persons of all ages was

144 in 2009.

14-1h: In San Diego County, according to the Epide-
miology and Immunization Branch, the number of
new Polio (wild-type virus) cases among persons of
all ages was 0 in 2009.

14-1i: In San Diego County, according to the Epide-
miology and Immunization Branch, the number of
new Rubella cases among persons of all ages was 0
in 2009.

14-1j: San Diego County data are not directly com-
parable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflects
persons aged 34 years and younger; San Diego
County data reflect all ages.

In San Diego County, according to the Epidemiology
and Immunization Branch, the number of new Tet-
anus cases among persons of all ages was 0 in 2009.

14-1k: No local data available.

Local Data Source (14-1a,k): Vaccine preventable
disease cases reported in San Diego County, County
of San Diego, Health & Human Services Agency, Ep-
idemiology and Immunization Branch.

14-2. Reduce chronic hepatitis B virus
infections in infants and young children
(perinatal infections).

Target: 400 infections.

National Baseline: 1,682 chronic hepatitis B virus
infections in children under age 2 years were re-
ported in 1995.

National Data Sources: Perinatal Hepatitis B Pre-
vention Program, CDC, NCHHSTP; National Vital Sta-
tistics System-Natality (NVSS-N), CDC, NCHS; State
Perinatal Hepatitis B

Prevention Programs; State Vital Statistics Systems.

Local Data: No local data available.
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14-3. Reduce hepatitis B.

Target and National Baseline:

14-5. Reduce invasive pneumococcal infections.

Target and National Baseline:

Reduction in Invasive by ALY
Objective i Baseline | Target
Pneumococcal Infections
Rate per 100,000
New invasive infections
14-5a.  |Children under age 5 years 77 46
14-5b. Adults aged 65 years and 6 42
older

Invasive penicillin-resistant pneumococcal infections

14-5c.  |Children under age 5 years 16 6
14-54. Adults aged 65 years and 8 7
older

1997 2010
Objective |Reduction in Hepatitis B | Baseline | Target
Adults Rate per 1q0, 000
Population
14-3a. 19 to 24 years 18.5 1.8
14-3b. |25 to 39 years 20.5 5.2
14-3c. |40 years and older 14.7 3.7
High-risk groups Number of Cases
14-3d. |Injection drug users 7,135 1.784
H Il i
14-30. eterosexually active 15,021 1223
persons
14-3f. Men who have sex withmen| 5,209 1,302
14-3g. Occupationally exposed 539 60
workers

National Data Sources: National Notifiable Disease
Surveillance System (NNDSS), CDC, NCPHI.

Local Data: No local data available

14-4. Reduce bacterial meningitis in young
children.

Target: 8.6 new cases per 100,000 children aged 1
through 23 months.

National Baseline: 13.0 new cases of bacterial men-
ingitis per 100,000 children aged 1 through 23
months were reported in 1998.

National Data Source: Active Bacterial Core Surveil-
lance (ABCs), CDC, NCIRD, Emerging Infections Pro-
gram Network.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective,
which reflects persons aged 1—23 months, while
San Diego County data reflect all ages.

In San Diego County, the rate of new Bacterial
Meningitis cases among persons of all ages was 0.6
per 100,000 in 2009.

Local Data Source: County of San Diego, Health &
Human Services Agency, EISB, 2011.

National Data Sources: Active Bacterial Core Sur-
veillance (ABCs), CDC, NCIRD, Emerging Infections
Program Network.

Local Data: No local data available




s Preventable Through
argeted Vaccination

Certain groups are at higher risk for vaccine-
preventable diseases such as Hepatitis A, Meningo-
coccal disease, and Lyme disease. While routine
immunization for these diseases is the method most
likely to decrease the overall rates in a community,
it will take time to measure the impact of such a
program. Until then, target vaccination of high risk
groups should be conducted.’

For Hepatitis A virus, high risk groups include illicit
drug users, men who have sex with men, persons
traveling to Hepatitis A-endemic counties, persons
with occupational risk of infection, and persons with
chronic liver disease. For meningococcal disease,
high risk groups include people with asplenia, labor-
atory personnel exposed to the disease, and travel-
ers to regions where meningococcal disease is hy-
perendemic or epidemic.’

HP 2010 UBJ'ecfl'ves

14-6. Reduce hepatitis A.
Target: 4.3 new cases per 100,000 population.

National Baseline: 11.2 new cases of hepatitis A per
100,000 population were reported in 1997.

National Data Source: National Notifiable Disease
Surveillance System (NNDSS), CDC, NCPHI.

Local Data: In San Diego County, according to the
Community Epidemiology Branch, the number of
new Hepatitis A cases among persons of all ages
was 0.8 per 100,000 in 20009.

Local Data Source: County of San Diego, Health &
Human Services Agency, EISB, 2011.

14-7. Reduce meningococcal disease.
Target: 1.0 new cases per 100,000 population.

National Baseline: 1.3 new cases of meningococcal
disease per 100,000 population were reported in
1997.

National Data Sources: Active Bacterial Core Sur-
veillance (ABCs), CDC, NCIRD, Emerging Infections
Program Network; National Notifiable Diseases Sur-
veillance System (NNDSS), CDC, NCPHI.

Local Data: No local data available.

14-8. Reduce Lyme disease.

Target: 9.7 new cases per 100,000 population in
endemic States.

National Baseline: 17.4 new cases of Lyme disease
per 100,000 population were
reported in 1992-96.

National Data Source: National Notifiable Disease
Surveillance System (NNDSS), CDC, NCPHI.

Local Data: No local data available.
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A number of infectious diseases are not preventable
through vaccination. A few of them include Hepati-
tis C, Tuberculosis, group B streptococcal disease,
peptic ulcers, ear infections, the common cold, and
hospital-acquired infections. In order to prevent
transmission, timely and appropriate identification
of the disease and completion of the prescribed
therapy is necessary.’

Some infectious diseases, such as the common cold,
do not require antimicrobial therapy. Inappropriate
use of antibiotics for a cold is one reason for the
increase in antimicrobial resistance. Antimicrobial
resistance occurs when bacteria changes in some
way to reduce the effectiveness of drugs, chemicals,
or other medications designed to cure or prevent
infection.” The overuse of these medications is
causing an increase in antimicrobial resistance.

Another important concern is the high rate of illness
and death due to hospital-acquired infections in the
United States.” A hospital-acquired infection, as
defined by the World Health Organization, is an
infection that is “acquired in a hospital by a patient
who was admitted for a reason other than that
infection,” and was not present at the time of
admission.® The rate of hospital-acquired infections
has increased recently in large part because hospital
patients are, on average, older, sicker and more
susceptible to infection. Hospital-acquired infec-
tions that are caused by antimicrobial-resistant
pathogens can be virtually untreatable.?

Infectious| Diseases and Emerging
Antimicrobial Resistance

HP 2010 Objectives

14-9. Reduce hepatitis C.
Target: 1.0 new case per 100,000 population.

National Baseline: 2.5 new cases of hepatitis C per
100,000 population in selected counties were reported
in 1997.

National Data Source: Sentinel Counties Study of
Viral Hepatitis, CDC, NCHHSTP.

Local Data: No local data available

14-10. (Not Developed) Increase the number of
States and the District of Columbia identifying
persons with chronic hepatitis C infection.

Proposed National Data Source: National Health and
Nutrition Examination Survey (NHANES), CDC, NCHS.

14-11. Reduce tuberculosis.
Target: 1.0 new case per 100,000 population.

National Baseline: 6.8 new cases of tuberculosis per
100,000 population were reported in 1998.

National Data Source: National TB Surveillance Sys-
tem, CDC, NCHHSTP.

Local Data: In San Diego County, according to the
TB Control branch, the rate of new tuberculosis cas-
es reported was 7.0 per 100,000 persons in 2009.
The County incidence rate has declined steadily
from 11.6 per 100,000 in 2001, but

remains higher than the national rate of 4.2

per 100,000 (provisional US data).
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Local Data Source: County of San Diego, Health &
Human Services Agency, Tuberculosis Control
Program, County TB Registry.

14-12. Increase the proportion of all
tuberculosis patients who complete cura-
tive therapy within 12 months.

Target: 90 percent of patients.

National Baseline: 74 percent of those tuberculosis
patients reported in 1996 and started on therapy
completed therapy within 12 months.

National Data Source: National TB Surveillance
System, CDC, NCHHSTP.

Local Data: In San Diego County, 86% of tuberculo-
sis patients reported in 2009 and started on therapy
completed therapy within 12 months. Overall, 95%
of patients completed therapy.

Local Data Source: County of San Diego, Health &
Human Services Agency, Tuberculosis Control
Program, County TB Registry.

14-13. Increase the proportion of persons
with latent tuberculosis infection who
complete a course of treatment.

Target: 57 percent.

National Baseline: 45 percent of persons found to have
LTBI (during contact investigations of AFB sputum smear-
positive TB cases) had completed treatment in 2000.

National Data Source: Aggregate Reports for Tuber-
culosis Program Evaluation, CDC, NCHHSTP.

Local Data: In 2009, 52% of contacts in San Diego
who started treatment for latent TB infection
completed treatment.

Local Data Source: County of San Diego, Health &
Human Services Agency, Tuberculosis Control
Program, County TB Registry.

14-14. Reduce the average time for a labora-
tory to confirm and report tuberculosis cases.

Target: 2 days for 75 percent of cases.

National Baseline: 21 days were needed for a la-
boratory to confirm and report 75 percent
of TB cases in 1996.

National Data Source: Survey of State Public Health
Laboratories, CDC, NCHHSTP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective,
which reflects number of days for the fastest 75% of
case identifications, while San Diego County data
reflect all the percent of cases confirmed with in 21
days.

In San Diego County, 74% of cases reported were
identified within 21 days in 2009.

Local Data Source: County of San Diego, Health &
Human Services Agency, Public Health Services,
Public Health Laboratory, STARLIMS database.

14-15. Objective deleted by the Federal
government at midcourse review.

14-16. Reduce invasive early onset group B
streptococcal disease.

Target: 0.5 new cases per 1,000 live births.

National Baseline: 1.0 new case of invasive early
onset group B streptococcal disease per 1,000 live
births was reported in 1996.

National Data Source: Active Bacterial Core Surveil-
lance (ABCs), CDC, NCIRD, Emerging Infections
Program Network,; National Vital Statistics System-
Natality (NVSS-N, CDC, NCHS).

Local Data: No local data available

14-7



14-17. Reduce hospitalizations caused by
peptic ulcer disease in the United States.

Target: 46 hospitalizations per 100,000 population
(age-adjusted).

National Baseline: 71 hospitalizations per 100,000
population occurred in 1998 (age-adjusted to the
year 2000 standard population).

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data are
age-adjusted. San Diego County data are not
age-adjusted.

In San Diego County, the number of hospitalizations
due to peptic ulcer disease among persons of all
ages was 36.6 per 100,000 in 2009.

Local Data Source: Hospital Discharge Data, (CA OSHPD),
County of San Diego, Health & Human Services Agency,
EISB; SANDAG, Current Population Estimates,

10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

14-18. Reduce the number of courses of antibi-
otics for ear infections for young children.

Target: 56 antibiotic courses per 100 children under
age 5 years.

National Baseline: 69 antibiotic courses for otitis
media per 100 children under age 5 years were pre-
scribed during 1996-97 (2-year average).

National Data Sources: National Ambulatory Medi-
cal Care Survey (NAMCS), CDC, NCHS; National Hos-
pital Ambulatory Medical Care Survey (NHAMCS),
CDC, NCHS.

Local Data: No local data available

14-19. Reduce the number of courses of
antibiotics prescribed for the sole diagnosis
of the common cold.

Target: 1,268 antibiotic courses per 100,000 population.

National Baseline: 2,535 antibiotic courses per
100,000 population were prescribed for the sole
diagnosis of the common cold, 1996-97.

National Data Sources: National Ambulatory Medi-
cal Care Survey (NAMCS), CDC, NCHS; National Hos-
pital Ambulatory Medical Care Survey (NHAMCS),
CDC, NCHS.

Local Data: No local data available

14-20. Reduce hospital-acquired infections
in intensive care unit patients.

Target and National Baseline:

Reduction in Hospital- Baseline .

T e A (vear) Target
jective cqume nfec on's in Infections per 4,000
Intensive Care Units ,

Days’ Use
Intensive care unit patients
Catheter-associated uri- 5.5
14-20a. 5.0
@ nary tract infection (1995-98)
Central line-associated 5.5
14-20b. 5.0
bloodstream infection (1995-98)
Ventilator-associated 5.9
14-20c. 5.3
¢ pneumonia (2002-03)

Infants weighing 1,000 grams or less at birth in
intensive care

Central line-associated 12.2
14-20d. 11.0
bloodstream infection ( 1995-98)
\Ventilator-associated 3.0
14-20e. 2.7
€ lpneumonia (2002-03)

National Data Source: National Nosocomial Infec-
tions Surveillance System (NNIS), CDC, NCPDCID.

Local Data: No local data available
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14-21. Reduce vancomycin use among
intensive care unit patients.

Target: 85.1 daily doses per 1,000 patient days.

National Baseline: 106.4 daily doses of antimicrobi-
als per 1,000 patient days were used among inten-
sive care unit patients in 1996-03.

National Data Source: National Nosocomial Infections
Surveillance System (NNIS), CDC, NCPDCID.

Local Data: No local data available




ination Coverage
and Strategies

In general, vaccination coverage levels of 90
percent are sufficient to prevent the spread of
vaccine-preventable diseases. Maintaining high
coverage levels during childhood is the best way to
prevent the spread of disease among children and
to control vaccine-preventable diseases in adults.
For any new vaccine that is universally recom-
mended, 90 percent coverage within five years of
the recommendation should be targeted.’

Nationally, coverage levels often exceed 90 percent.
However, variation within smaller communities may
lead to populations with significantly lower levels of
protection. This leaves them vulnerable to outbreaks
of vaccine-preventable diseases. Thus, maintaining ap-
propriate coverage levels at the local level will help to
reduce the risk of future outbreaks.’

In order to appropriately monitor vaccine coverage,
fully operational population-based registries should
keep a full vaccination history for all children from
birth and notify those who are due for vaccinations.
Participation in immunization registries is expected
to increase.’

HP 2010 Objectives

14-22. Achieve and maintain effective vac-
cination coverage levels for universally rec-
ommended vaccines among young chil-
dren.

Target and National Baseline:

Increase the percent of 1999 2010

Objective lyoung children who receive| Baseline | Target
the specified vaccinations Percent
Children aged 19-35 months
4 doses diphtheria-tetanus-|

14-22a. [acellular pertussis (DTaP) 84 90
vaccine

14-29b. 3 doses Haemophllus |r?flu- 93 90
enzae type b (Hib) vaccine

h itis B (h

14-22¢, |2 doseshepatitisB (hep | o 90
B) vaccine
1 dose measles-mumps-

14-22d. 92 90
rubella (MMR) vaccine

14-22e. |3 doses polio vaccine 91 90

14-22f. |1 dose varicella vaccine 43 90
4 doses pneumococcal 20

14-22g. 90

& conjugate vaccine (2002)

Children aged 6-23 months

14-22h. |1 dose influenza vaccine Not Developed

National Data Source: National Immunization Sur-
vey (NIS), CDC, NCIRD and NCHS.

Local Data:

14-22a: In San Diego County, according to a ran-

dom digit dial survey, 88.3% of children ages 19-35
months received 4 doses of the DTaP vaccine.

14-22b: In San Diego County, according to a
random digit dial survey, 89.3% of children
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ages 19-35 months received 3 doses of the Hib
vaccine.

14-22c: In San Diego County, according to a ran-
dom digit dial survey, 91.6% of children ages 19-35
months received 3 doses of the Hep B vaccine.

14-22d: In San Diego County, according to a ran-
dom digit dial survey, 94.7% of children ages 19-35
months received 1 dose of the MMR vaccine.

14-22e: In San Diego County, according to a ran-
dom digit dial survey, 94.7% of children ages 19-35
months received 3 doses of the polio vaccine.

14-22f: In San Diego County, according to a random
digit dial survey, 97.3% of children ages 19-35
months received 1 dose of the varicella vaccine.

14-22g: In San Diego County, according to a random
digit dial survey, 86.6% of children ages 19-35 months
received 4 doses of the pneumococcal vaccine.

14-22h: In San Diego County, according to a ran-
dom digit dial survey, 50%% of children ages 6-23
months received 1 dose of the influenza vaccine in
2008.

Note: 2009 data not available.

Local Data Source: County of San Diego, Health &
Human Services Agency, EISB, 2008 and 2009
Random Digit Dial Survey.

14-23. Maintain vaccination coverage levels
for children in licensed day care facilities
and children in kindergarten.

Target and National Baseline:

Maintain or rf_’duce ti?e Baseline 2010
Objective percent of ch/lqren with (Year)* Target
who have received the
specified vaccinations. Percent
Children in day care
14-23a. Diphthe'ria—tetanus—af:ellular 96 95
pertussis (DTaP) vaccine (1997-98)
Measles/mumps/rubella 89
14-23b. vaccines (1997-98) %
14-23c. |Polio vaccine % 95
(1997-98)
14-23d. |Hepatitis B vaccine 3 95
(2003-04)
14-23e. |Varicella vaccine 87 95
(2003-04)
Children in kindergarten
Diphtheria-tetanus- 95
14-23f. Jacellular pertussis (DTaP) | (2002-03 95
vaccine school yr)
Measles/mumps/rubella 96
14-23g. . (2002-03 95
(MMR) vaccine
school yr)
96
14-23h. |Polio vaccine (2002-03 95
school yr)
96
14-23i. |Hepatitis B vaccine (2002-03 95
school yr)
93
14-23j. |Varicella vaccine (2002-03 95
school yr)
Children in day care
Pneumococcal conjugate >3
14-23k. . (2003-04 95
vaccine
school yr)
Haemophilus influenzae 4
14-23l. type b vaccine (2003-04 90
school yr)

*Weighted means.
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National Data Source: Annual Immunization Assess-
ment Reports, CDC, NCIRD; Day Care and Head Start
Assessment Report. CDC, NCIRD; School Immuniza-

tion Assessment Survey, CDC, NCIRD; Immunization

Program Annual Reports, CDC, NIP.

Local Data:

14-23a: In San Diego County, 96.0% of children in
day care received the DTaP vaccine in 2009.

14-23b: In San Diego County, 97.0% of children in
day care received the MMR vaccine in 2009.

14-23c: In San Diego County, 96.0% of children in
day care received the polio vaccine in 2009.

14-23d: In San Diego County, 96.0% of children in
day care received the Hep B vaccine in 2009.

14-23e: In San Diego County, 97.0% of children in
day care received the Varicella vaccine in 2009.

14-23f: In San Diego County, 93.0% of children in kinder-
garten received the DtaP vaccine in 2009.

14-23g: In San Diego County, 94.0% of children in kinder-
garten received the MMR vaccine in 2009.

14-23h: In San Diego County, 92.9% of children in kinder-
garten received the Polio vaccine in 2009.

14-23i: In San Diego County, 95.9% of children in kinder-
garten the Hep B vaccine in 2009.

14-23j: In San Diego County, 96.3% of children in kinder-
garten received the Varicella vaccine in 2009.

14-23k: No local data available.

14-23I: In San Diego County, 98.0% of children in licensed
day care facilities received the Haemophilus influenzae
type b vaccine in 2009.

Local Data Source: County of San Diego, Health &
Human Services Agency, EISB, 2009 Childcare and
Kindergarten Assessments.

14-24. Increase the proportion of young chil-
dren and adolescents who receive all vaccines
that have been recommended for universal
administration for at least 5 years.

Target and National Baseline:

Increase percent of chil- 1998 2010
Objective dren of sp'eciﬁed age who| Baseline | Target
have received the recom-
imended vaccines Percent
Child d19to 35
14244, [7'OreNa8EA 2310 73 80
months
Adol t di13t
14-24b. olescents dge © Not Developed
15 years

National Data Source: National Immunization
Survey (NIS), CDC, NCIRD and NCHS; National Health
Interview Survey (NHIS), CDC, NCHS.

Local Data: No local data available

14-25. Increase the proportion of providers
who have had vaccination coverage levels
among children in their practice population
measured within the past 2 years.

Target and National Baseline:

Increase percent of Provid-

ers that routinely provide B 19?.9 .,.201 Ot
Objective [mmunizations who partici- asefine arge

Ipate in provider assessment

in the past 2 years Percent
14-25a. |[Public health providers 40 55
14-25b. [Private providers 11 55

National Data Source: Annual Immunization
Assessment Reports, CDC, NCIRD.

Local Data:

14-25a: In San Diego County, 100% of public health
providers measured vaccination levels among
children in their practice population during the
previous two years, in 2009.

14-25b: In San Diego County, 23.6% of private
providers measured vaccination levels among
children in their practice population during
the previous two years, in 2007.

Note: 2009 data not available.

Local Data Source: County of San Diego,
Health & Human Services Agency, EISB.
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14-26. Increase the proportion of children
who participate in fully operational popula-
tion-based immunization registries.

Target: 62 percent of children under age 6 years.

National Baseline: 21 percent of children under age 6
years participated in an immunization registry in 1999.

National Data Source: Immunization Information
System Annual Reports.

Local Data: In San Diego County, 45.0% of children
under the age of 6 years participated in an immun-
ization registry in 20009.

Local Data Source: County of San Diego, Health & Human
Services Agency, EISB.

14-27. Increase routine vaccination
coverage levels for adolescents.

Target and National Baseline:

14-27c. In San Diego County, 53.0% of adolescents
ages 13 to 15 years had received 1 or more doses of
the tetanus-diphtheria booster vaccine, in 2009.

14-27d. In San Diego County, 84.7% of adolescents
ages 13 to 15 years had received 1 or more doses of
the Varicella vaccine, in 2007.

Note: 2009 data not available.

Local Data Source: County of San Diego, Health &
Human Services Agency, EISB, 2007 and 2009
Random Digit Dial Survey.

14-28. Increase hepatitis B vaccine
coverage among high-risk groups.

Target and National Baseline:

Increase percent of ado- 1997 2010

... llescents aged 13 to 15 Baseline | Target
Objective )
Years who have received
the specified vaccinations Percent
14-27a. |3 or more doses of Hep B 48 90

14-27b. 2 or more doses of measles, 89 90
mumps, rubella

Increase percent OfSPECi- 1995 2010
Objective fied high—-risk persons have | Baseline | Target

ever received at least 3 dos-

es of hepatitis B vaccine Percent
14-28a. Lon.g-term hemodialysis 35 90

patients

9

14-28b. |Men who have sex with men (1994-99) 60
14-78¢. Occupationally exposed 67 93

workers

14-27c. 1.or mor? doses of tetanus- 93 90
diphtheria booster

14-27d. |1 or more doses of varicella 45 90

*Data primarily are based on parental recall; provider verifica-
tion has not occurred.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data:

14-27a. In San Diego County, 88.5% of adolescents
ages 13 to 15 years had received 3 or more doses of
the Hep B vaccine, in 2007.

Note: 2009 data not available.

14-27b. In San Diego County, 84.8% of adolescents
ages 13 to 15 years had received 2 or more doses of
the MMR vaccine, in 2007.

Note: 2009 data not available.

National Data Sources: Young Men’s Survey, CDC,

NCHHSTP; Annual Survey of Chronic Hemodialysis

Centers, CDC, NCHHSTP and CMS; Periodic Vaccine
Coverage Surveys, CDC, NCID.

Local Data: No local data available
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14-29. Increase the proportion of adults who
are vaccinated annually against influenza and
ever vaccinated against pneumococcal disease.

Target and National Baseline:

Increase percent of adults Baseline 2010

Obiective o spectedvac. | | T
cination. Age-Adjusted Percent
Noninstitutionalized adults aged 65 years and older

14-29a. |Influenza vaccine 64 (1998) 90

14-29b. |Pneumococcal vaccine | 46 (1998) 90
Noninstitutionalized high-risk adults aged 18 to
64 years

14-29c. |Influenza vaccine 26 (1998) 60

14-29d. |Pneumococcal vaccine | 13 (1998) 60

Institutionalized adults (persons in long-term
care or nursing homes)”

14-29e. |Influenza vaccine 59 (1997) 90

14-29f. |Pneumococcal vaccine | 25(1997) 90

Noninstitutionalized high-risk adults aged 18 to
64 years — health care workers

14-29g. |Influenza vaccine 30 (2000) 60

*Age adjusted to the year 2000 standard population.

"estimates include a significant number of residents who have
an unknown vaccination status. See Tracking HP
2010 for further discussion of the data issues.

National Data Sources: National Health Interview
Survey (NHIS), CDC, NCHS noninstitutionalized pop-
ulations; National Nursing Home Survey (NNHS),
CDC, NCHS institutionalized populations.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective. This
is because data for San Diego County reflect an actual
percents. Healthy People data reflect age-adjusted per-
cents. Additional differences may be noted below.

14-29a. In San Diego County, 69.4% of noninstitu-
tionalized adults ages 65 years and older had
received the influenza vaccine in 2009.

14-29b. In San Diego County, 61.0% of noninstitu-
tionalized adults ages 65 years and older had
received the pneumococcal vaccine in 2009.

14-29c. In San Diego County, 42.0% of noninstitu-
tionalized high-risk adults ages 18 to 64 years had
received the influenza vaccine in 2009.

14-29d. In San Diego County, 29.0% of noninstitu-
tionalized high-risk adults ages 18 to 64 years had
received the pneumococcal vaccine in 2009.

San Diego County data for 14-29e and 14-29f are
not directly comparable to the Healthy People 2010
objective. This is because the Healthy People 2010 da-
ta reflect all institutionalized adults as an age-adjusted
percent. San Diego County data reflect nursing home
residents by length of stay as an average percent.

14-29e. In San Diego County, 87% of long-stay and
82% of short stay nursing home residents received
the influenza vaccine.

14-29f. In San Diego County, 87% of long-stay and
86% of short stay nursing home residents received
the pneumococcal vaccine.

14-29g. In San Diego County, 61.2% of high risk
adults—Healthcare workers—received the influenza
vaccine in the past year in 2007.

(14-29e-g): 2009 data not available.

Local Data Sources: County of San Diego, Health &
Human Services Agency, EISB, 2009 Random Digit
Dial Survey; Nursing Home Compare,
www.medicare.gov/NHCompare/home.asp

(accessed 2/10/09).
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Vaccine Safety

Vaccines are recommended for millions of healthy
people, beginning at infancy. For this reason, a high
standard of safety is expected. In order to make
appropriate recommendations and to minimize
adverse reactions related to vaccines, knowledge
and monitoring of vaccine safety is essential.?

HP 2010 Objectives

14-30. Reduce vaccine-associated adverse events.

Target and National Baseline:

14-31. Increase the scientific knowledge on
vaccines and adverse events.

Target and National Baseline:

Baseline 2010
Objective (vear) Target
Number

Eliminate vaccine-associated 5

14-30a. 0
@ paralytic polio (VAPP) (1997)

14-30b. Red.uce febrile.seizurgs fol- 115 57

lowing pertussis vaccines (1998)

National Data Sources: National Notifiable Disease
Surveillance System (NNDSS), CDC, NCHPI. Vaccine
Adverse Event Reporting System (VAERS) and Vac-
cine Safety Datalink (VSD), CDC, OD, OCSO.

Local Data: No local data available

Increase electronic surveil- Baselinf AU
Cuses lance of vaccine safet: (vear) Torget
Y- Number
Increase the number of
persons under active sur- 6
14-31a. 13
@ veillance for vaccine safety | (1999)
via large linked databases.
Increase the proportion of 16
14-31b. TBD
total VAERS reports thatare | (2003)

National Data Sources: Vaccine Safety Datalink
(VSD), CDC, OD, OCSO. Vaccine Adverse Event Re-
porting System (VAERS), CDC, OD, OCSO, and FDA.

Local Data: No local data available
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SAN DIEGO COUNTY

Chapter 15

Healthy People 2010 Goal: Reduce injuries, disabilities, and deaths due

to unintentional injuries and violence.

Injuries, whether intentional or unintentional are
the leading cause of death among people aged 1-44
years. Injuries account for about one-third of all
emergency department visits and nearly 10% of
hospital stays.1 Intentional injuries include homi-
cide, suicide, and violence. Unintentional injuries
include falls, drowning, and motor vehicle crashes,
among many others.

Most people in the United States experience a
significant injury at some point in their lives. These
injuries have wide-ranging effects on individuals
and their families, as well as on the society in which
they live. Injuries cause more than 20% of deaths
among children under 5 years old, and 80% of
deaths among those aged 15 to 24 years.! The
financial cost for injuries is in the hundreds of
millions, and include not only the direct medical care,
but also rehabilitation, loss of income and productivity.

Most people mistakenly believe that unintentional
injuries happen by chance and are unavoidable. On
the contrary, injuries are not accidents; they are
preventable. Prevention efforts are many and var-
ied. Examples of effective prevention efforts in-
clude graduated driver licensing, safety belt and
child restraint laws, which decrease the likelihood
of motor vehicle crashes and mitigate injuries.2

Injury Prevention is less expensive!’

« Every child safety seat saves $85 in direct
medical costs and $1,275 in other costs.

« Every bicycle helmet saves $395 in
direct medical and other costs.

« Every smoke detector saves $35 in direct
medical costs and S865 in other costs.

« Every dollar spent on poison control
centers saves $6.50 in medical costs.

Other preventative efforts target home safety such
as smoke alarms and carbon monoxide testers, plus
window guards and stair gates designed to keep
children safe from falls and other hazards.

Intentional injuries are also avoidable. Successful
violence prevention includes crisis hotlines and

counseling,
establishing
shelters, and
offering pro-
grams to assist
with drug and
alcohol abuse
prevention.2
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Head and spinal cord injuries are among the most
serious of injuries, and are often fatal. These
injuries can result in permanent loss of function,
paralysis, loss of brain function, permanent
disability and often have long-term effects on a
person’s quality and length of life. These injuries
also have substantial emotional and financial costs
to the individual, and his or her family. People who
have suffered debilitating head and spinal cord
injuries often have secondary disabilities as well.

Motor vehicle crashes, falls, firearms, and water-
related activities have the highest risks for head and
spinal injuries. Death from pedalcycle, and motor
vehicle crashes usually occur as a result of head
injuries as well. Among the elderly, falls are the
second leading cause of head and spinal cord injury,
and among children, cause 75% of all deaths
associated with playground equipment.”

HP 2010 Objectives

15-1. Reduce hospitalization for nonfatal
head injuries.

Target: 41.2 hospitalizations per 100,000 population
(age-adjusted).

National Baseline: 55.1 hospitalizations for nonfatal
head injuries per 100,000 population occurred in 1998
(age adjusted to the year 2000 standard population).

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County data are not directly compa-
rable to the Healthy People objective. This is because San

Diego County data use an actual rate of hospitalization. The

Healthy People objective use an age-adjusted rate.

In San Diego County, the rate of hospitalizations
due to head injury was 95.1 per 100,000
persons in 2009.

Head and Spinal
Cord Injuries

Local Data Sources: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human
Services Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.

15-2. Reduce hospitalization for nonfatal
spinal cord injuries.

Target: 2.4 hospitalizations per 100,000 population
(age-adjusted).

National Baseline: 4.5 hospitalizations for nonfatal
spinal cord injuries per 100,000 population occurred
in 1998 (age adjusted to the year 2000 standard
population).

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data use an actual rate of
hospitalization. The Healthy People objective uses an
age-adjusted rate.

In San Diego County, the rate of hospitalizations due to
spinal injury was 2.9 per 100,000 persons in 2009.

Local Data Sources: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human
Services Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.
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Each year, many people are injured or killed by
firearms. While many of the individuals are victims
of intentional injuries, such as assault, homicide and
suicide, many are victims of the unintentional
discharge of firearms.

Children are at great risk for injury or death because
they are curious, and do not understand the risk of
playing with guns. Firearm fatalities are higher
among men than women, and higher among African
American men than white men. Having a gun at
home is highly associated with the increased risk of
homicide and suicide among the household residents.

Efforts to reduce firearm injuries need to be
targeted at different levels. Prevention efforts
targeting individuals should include educating
people about the risks associated with firearms.
They should also be taught how to store and use
firearms safely. Community-based efforts may
include laws designed to keep firearms away from
criminals and children.?

Figure 1. Firearm-related Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/6/2012: http://wonder.cdc.gov/cmf-icd10.html.

Firearms

HP 2010 Objectives

15-3. Reduce firearm-related deaths.

Target: 3.6 deaths per 100,000 population (age-
adjusted).

National Baseline: 10.3 deaths per 100,000 popula-
tion were related to firearm injuries in 1999 (age
adjusted to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
firearm-related death rate was 6.1 per 100,000 pop-
ulation in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted fire-
arm-related death rate remained relatively stable
between 2004 and 2009. It has been below the age-
adjusted rates for the U.S. and California since 2000
(Figure 1). Regional level data is available by gen-
der, race/ethnicity and age (Figure 2).

15-4. Reduce the proportion of persons
living in homes with firearms that are load-
ed and unlocked.

Target: 16 percent (age-adjusted).

National Baseline: 19 percent of the population
lived in homes with loaded and unlocked firearms in
1998 (age adjusted to the year 2000 standard
population).

National Data Source: National Health
Interview Survey (NHIS), CDC, NCHS.
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Local Data: San Diego County data are not directly com-
parable to the Healthy People objective. This is because
San Diego County data reflect persons who had firearms
in or around their home. Healthy People data reflects
persons who lived in homes with firearms that were
loaded and unlocked.

In San Diego County, according to the California Health
Interview Survey, 20.5% of adults aged 21 years and older
had firearms in or around their home.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy Re-
search, “2001 California Health Interview Survey,”
http://www.chis.ucla.edu/ (accessed 9/2012).

15-5. Reduce nonfatal firearm-related injuries.
Target: 9.1 injuries per 100,000 population.

National Baseline: 23.5 nonfatal firearm-related injuries per
100,000 population occurred in 1997.

National Data Source: National Electronic Injury Surveil-
lance System (NEISS), Consumer Product Safety Commis-
sion (CPSC).

Local Data: San Diego County data are not directly compa-
rable to the Healthy People objective. This is because San
Diego County data reflect persons who were treated and
discharged from the emergency department (ED). Healthy
People uses all ED visits.

In San Diego County, according to ED discharge data, the
rate of persons who were treated and released from EDs
due to firearm injury was 6.6 per 100,000 in 2009.

Local Data Sources: County of San Diego, HHSA, Emergency
Medical Services, Emergency Department Database;
SANDAG, Current Population Estimates, 10/2010. Prepared
by CoSD, HHSA, Community Health Statistics, 12/12/2011.

Figure 2. Firearm-Related’ Deaths Among San Diego Residents by Region of Residence, 2009

Cl\;z;:gl Clicr::trgl Central South East Il:lj)arr:: County c.o unty age-
adjusted rate*
No. [Rate*| No. |Rate*| No. |Rate* | No. |Rate*| No. [Rate*| No. |Rate*| No. |Rate*
Total** 27 50 |36 | 58 | 48 9.3 22 4.8 32 6.8 35 6.0 200 | 6.3 6.1
Gender
Male 23 | 83 |31 |100| 41 |158 | 21 | 9.2 | 28 | 12.2 | 32 | 113 | 176 | 11.1 11.1
Female <5 § 5 1.6 7 2.8 <5 § <5 § <5 § 24 1.5 1.4
Race/
Ethnicity
White 23 73 |29 | 75 17 | 124 | 10 8.8 20 6.7 30 9.0 129 | 8.1 6.8
Black <5 § <5 § 10 | 15.1 | <5 § 19.7 | <5 § 18 | 10.8 10.2
Hispanic | <5 § <5 § 14 | 6.4 9 3.6 7 6.8 | <5 § 40 | 4.2 4.0
APl <5 § <5 § 6 8.4 <5 <5 <5 § 12 3.5 3.2
Other# <5 § <5 § <5 § <5 <5 <5 § <5 § §
Age Group
0-14 <5 § <5 § <5 § <5 8§ <5 <5 § <5 §
15-24 6 6.4 | <5 § 13 | 159 6 7.9 <5 <5 § 32 6.4
25-64 13 48 | 24 | 6.8 31 | 11.1 | 10 4.3 24 9.6 22 7.4 124 | 74
65+ 8 131 12 | 148 | <5 § 6 124 | <5 § 9 120 | 43 |11.7

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.
* Firearm-Related Death refers to (underlying cause of death) ICD-10 codes W32-W34, X72-X74, U01.4, X93-X95, Y22-Y24, Y35.0. This includes all intents.
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native, American Indian, or other.

Unknown not included.
§ Rates not calculated for fewer than 5 events.
Source: Death Statistical Master Files (CADPH), CoSD HHSA Community EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.
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d Fatality Review

Prevention of fatal childhood injuries is the
objective of the Child Fatality Review Team (CFRT),
a group that reviews “suspicious” or “preventable”
childhood deaths. The CFRT is comprised of
individuals from the health, criminal justice, and
social services. Reviews are typically focused on
children under the age of 15 years, and those
deaths which were “unexplained”. The review
teams evaluate information from various sources to
determine whether the cause and manner of death
have been reported correctly. CFRTs also suggest
ways to prevent future deaths.’

HP 2010 “B_]ECUVES

15-6. Increase the number of States and the
District of Columbia where 100 percent of
deaths to children aged 17 years and under
that are due to external causes are
reviewed by a child fatality team.

Target: 51 states and D.C.

National Baseline: 10 jurisdictions had 100 percent
of deaths to children aged 17 years and under that
are due to external causes reviewed by a child fatal-
ity team in 2000.

National Data Source: National Vital Statistics Sys-
tem - Mortality (NVSS-M), CDC/NCHS.

Local Data: In San Diego County, according to the
office of the Medical Examiner, 100 percent of
deaths to children aged 17 years and under that are
due to external causes are reviewed by a child
fatality team.
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Poisoning and Suffocation

Poisoning refers toillness, injury, or death resulting
from a person eating, drinking, breathing or touching a
toxic chemical. Some toxins can kill rapidly in very small
amounts, while others cause illness or death only after
a long exposure. “Unintentional poisoning” is defined
as poisoning that occurs by accident, while
“intentional” poisoning results from a willful decision.”

Children, especially the very young, have a much
higher risk for unintentional poisoning injury than
adults. This is because of their smaller size and
because they are far more likely to be exposed
accidentally to a poison. However, although their
mortality rate is lower than older individuals.’

Keep Children Safe from Poisoning’

o Keep all drugs out of reach.

o Do not call medicine “candy”

o Never leave household products out.

o Beaware of any drugs or medication that
family or friends bring into the house.

o Keep the poison control number handy. 1
-800-222-1222

The risk of suffocation (asphyxia) deaths and airway
obstruction injuries are highest among children,
particularly those under 5 years. Younger children
are treated in emergency departments predomi-
nantly for ingesting toys, toy parts, and other items
which they try to swallow. Most suffocation,
strangulations, and choking injuries occur at home.
In addition to injury from choking on food or toys,
infants have been suffocated by their own bedding.
The annual cost associated with airway obstruction
among children under age 15 is over $1.5 billion.”

HP 2010 Objectives

15-7. Reduce nonfatal poisonings.

Target: 292.0 nonfatal poisonings per 100,000 pop-
ulation (age-adjusted).

National Baseline: 348.3 nonfatal poisonings per
100,000 population occurred in 1997 (age-adjusted
to the year 2000 standard population).

National Data Source: National Hospital Ambulato-
ry Medical Care Survey (NHAMCS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data refer to all poisonings
discharged from Emergency Department. Healthy
People data refer to nonfatal poisoning visits to Emer-
gency Departments. Also, Healthy People data are
age-adjusted; San Diego County data are not.

In San Diego County, the age-adjusted rate of
emergency department discharge for poisonings
was 143.3 per 100,000 persons, in 2009.

Local Data Sources: County of San Diego, HHSA,
Emergency Medical Services, Emergency Depart-
ment Database; SANDAG, Current Population
Estimates, 10/2010. Prepared by CoSD, HHSA,
Community Health Statistics, 12/12/2011.
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15-8. Reduce deaths caused by poisonings.

Target: 1.5 deaths per 100,000 population (age-
adjusted).

National Baseline: 7.1 deaths per 100,000 popula-
tion were caused by poisonings in 1999 (age adjust-
ed to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
poisoning death rate was 12.6 per 100,000 popula-
tion in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The county age-adjusted
poisoning death rate increased between 2006 and
2009. It dropped below the age-adjusted rate for the
U.S. in 2005 (Figure 3). Regional level data is availa-
ble by gender, race/ethnicity and age (Figure 4).

Prescription medications are a leading
cause of poisoning in young children. Medi-
cations should be secured in labeled con-
tainers with child resistant caps.

15-9. Reduce deaths caused by suffocation.

Target: 3.3 deaths per 100,000 population (age-
adjusted).

National Baseline: 4.2 deaths per 100,000 popula-
tion were caused by suffocation in 1999 (age adjust-
ed to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data refer use an actual
rate. Healthy People data uses an age-adjusted rate.

In San Diego County, the suffocation death rate was
3.6 per 100,000 population in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health
Statistics, 2011.
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Figure 3. Overdose/Poisoning Deaths by Year
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Figure 4. Overdose/ Poisoning* Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. [Rate*| No. |Rate*| No. |Rate* | No. |Rate*| No. [Rate* | No. |Rate*| No. |Rate*
Total** 58 |10.8| 68 | 10.9 | 102 | 19.9 | 40 8.7 83 | 17.6 | 55 9.5 | 409 | 12.8 12.6
Gender
Male 34 {123 |40 (129 | 61 | 235 | 31 | 136 | 44 | 191 | 37 | 13.0 | 250 | 15.7 154
Female 24 | 9.2 | 28| 89 | 41 | 162 | 9 39 | 39 |16.2 | 18 | 6.1 | 159 | 10.0 9.6
Race/
Ethnicity
White 49 | 155 |56 |145| 75 | 54.8 | 18 | 159 | 67 | 22.4 | 45 | 13,5 | 312 | 19.7 18.0
Black <5 § <5 § 12 | 18.1 | <5 § <5 § <5 § 19 | 114 11.7
Hispanic 7 4.7 8 9.9 14 6.4 19 7.6 11 | 10.7 5 3.1 65 6.8 7.9
APIt <5 § <5 § <5 § <5 § <5 § <5 § 6 1.8 1.7
Othert <5 § <5 § <5 § <5 § <5 § <5 § 7 5.3 6.3
Age Group
0-14 <5 8 <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § 5 7.1 9 10.2 24 4.8
25-64 55 [20.2 |59 |16.7| 95 | 341 | 37 | 16.0| 73 | 29.1| 42 | 14.1 | 364 | 21.6
65+ <5 § 7 87 | <5 § <5 § 5 8.7 <5 § 21 5.7

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

t Overdose/Poisoning Death refers to (underlying cause of death) ICD-10 codes X40-X49, X60-X69, X85-X90, Y10-Y19, Y35.2, U01.6-U01.7. This
includes all intents.

1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native, American
Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HH
Community Health Statistics, 12/12/2011.
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Surveillance Systems

Emergency department and hospital discharge sys-
tems are a valuable source of public health surveil-
lance data. Emergency departments in particular
are in an excellent position to provide data on the
cause and severity of injury. The ability to access such
data is critical to public health prevention efforts.”

HP 2010 Objectives

15-10. Increase the number of States and
the District of Columbia with statewide emer-
gency department surveillance systems that
collect data on external causes of injury.

Target: 51

National Baseline: 12 States had statewide ED sur-
veillance systems that collected data on external
causes of injury in 1998.

National Data Source: External Cause of Injury Sur-
vey, American Public Health Association (APHA).

Local Data: In San Diego County, according to Emer-
gency Medical Services, emergency department
surveillance systems are used to collect data on
external causes of injury.

15-11. Increase the number of States and
the District of Columbia that collect data on
external causes of injury through hospital
discharge data systems.

Target: 51

National Baseline: 23 States collected data on
external causes of injury through hospital
discharge data systems in 1998.

National Data Source: External Cause of Injury
Survey, American Public Health Association (APHA).

Local Data: In San Diego County, according to the
Community Epidemiology Branch, data is collected
on external causes of injury through hospital
discharge data systems.

15-12. Reduce hospital emergency depart-
ment visits caused by injuries.

Target: 108 hospital emergency department visits
per 1,000 population (age-adjusted).

National Baseline: 109 hospital emergency department
visits per 1,000 population were caused by injury in 2001
(age adjusted to the year 2000 standard population).

National Data Source: National Hospital Ambulato-
ry Medical Care Survey (NHAMCS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data reflect persons who
were treated and discharged from the emergency de-
partment (ED) and use an actual rate. Healthy People
data reflects all ED visits using an age-adjusted rate.

In San Diego County, the rate of emergency depart-
ment discharge for all injuries was 50.4 per 1,000
persons, in 2009.

Local Data Sources: County of San Diego, HHSA, Emer-
gency Medical Services, Emergency Department
Database; SANDAG, Current Population Estimates,
10/2010. Prepared by CoSD, HHSA, Community
Health Statistics, 12/12/2011.
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Unintentional Injuries

More people aged 1 through 34 years die due to
unintentional injuries than for any other cause of
death.” Motor vehicle crashes account for roughly
half of all unintentional injury deaths, followed by
falls, poisonings, suffocations, and drownings.2

Unintentional injuries cause lifelong suffering and
disability, and occur most often among the very
young and the elderly. However, they are preventa-
ble. Furthermore, it costs less to prevent injuries
than to treat them. Injury prevention is complex,
and involves all sectors of society. No single entity
can work to reduce the number of injuries. Injury
prevention thus requires cooperation in order to
achieve improved outcomes.’

Figure 5. Unintentional Injury Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/6/2012: http://wonder.cdc.gov/cmf-icd10.html.

HP 2010 Objectives

15-13. Reduce deaths caused by
unintentional injuries.

Target: 17.1 deaths per 100,000 population (age-
adjusted).

National Baseline: 35.3 deaths per 100,000 popula-
tion were caused by unintentional injuries in 1999
(age-adjusted to the year 2000 standard popula-
tion).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
unintentional injury death rate was 28.9 per
100,000 population in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted
unintentional injury death rate increased slightly
between 2000 and 2007. It has been below the age-
adjusted rates for the U.S. and California since 2002
(Figure 5). Regional level data is available by
gender, race/ethnicity and age (Figure 6).
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15-14. Reduce emergency department visits
for nonfatal unintentional injuries.

Target: 9,000 visits per 100,000 population (age-
adjusted).

National Baseline: 9,767.4 initial hospital emergen-
cy department visits for unintentional injuries per
100,000 population occurred in 2000 (age adjusted
to the year 2000 standard population).

National Data Source: Electronic Injury Surveillance
System (NEISS), CDC, NCIPC.

Local Data: No local data available.

Figure 6. Unintentional Injury " Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |[Rate*| No. |[Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*
Total** | 148 | 27.6 | 161 | 25.8 | 156 | 30.4 | 108 | 23.4 | 179 | 38.0 | 190 | 32.8 | 949 | 29.8 28.9
Gender
Male 98 |354 |94 |303| 95 |365| 75 | 328|117 | 509|129 | 454 | 614 | 38.6 39.3
Female | 50 |[19.2 | 67 | 213 | 61 | 24.1| 33 | 142 | 62 | 25.7 | 61 | 20.7 | 335 | 21.0 18.9
Race/
Ethnicity
White | 119 | 37.7 |138|35.7 | 87 | 63.5 | 50 | 44.2 | 133 | 444 | 138 | 41.4 | 671 | 42.3 35.5
Black <5 § | <5 § 21 | 31.7 | <5 § 9 | 354 | <5 § 42 | 25.2 26.2
Hispanic | 22 |14.7 | 13 |16.1 | 40 | 184 | 47 | 18.8 | 28 | 27.3 | 30 | 185 | 181 | 18.8 23.6
APl <5 § 7 | 6.5 6 8.4 6 9.7 6 |308| 7 |141| 34 |10.0 10.3
Othert <5 § <5 § <5 § <5 § <5 § 11 | 49.9 21 | 15.9 16.5
Age Group
0-14 <5 § | <5 § <5 § <5 § 6 6.5 5 4.3 24 | 3.8
15-24 18 |193| 9 |10.1| 12 | 147 | 10 | 13.2 | 12 | 171 | 28 | 31.7 | 90 | 18.0
25-64 84 |30.9|86 |24.4|117 | 42.0 | 58 | 25.1 | 105 | 419 | 8 | 29.5 | 544 | 32.3
65+ 42 |69.0| 65 |80.4| 23 | 506 | 36 | 744 | 56 | 97.0 | 69 | 92.2 | 291 | 79.0

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population

** Numbers may not add up to totals due to unknown or missing details.
T Unintentional Injury death refers to (underlying cause of death) ICD-10 codes V01-X59, Y85-Y86.
t1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.
§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,

HHSA, Community Health Statistics, 12/12/2011.
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Motor vehicle crashes are a major cause of injury
for all ages, but they are the leading cause of death
among persons aged 5 to 29 years in the United
States.” Risk factors for crashes include use of
alcohol, younger age, and drug use. The most
effective way to prevent death and serious injury is
for occupants in a motor vehicle to wear their
safety belts. Other measures include child safety
seats and laws such as graduated licensing.

Pedestrians, particularly children and older adults,
are very likely to be killed or seriously injured if
struck by a motor vehicle. Children are more likely
to be injured walking to or from school and when
crossing the street. Injuries are more likely to occur
during daylight, and in urban areas where more
people are out and about. Crossing lights,
sidewalks, and pedestrian walkways help prevent
pedestrians from be injured.’

In 2002, nearly 60 million people rode a bicycle at
least once during the year, to commute to school or
work, or just for recreation and exercise.’ This
means that there is a high risk for injury. Head
injuries are the most serious type of injury
sustained by pedalcyclists of all ages, and are the
most likely to prove fatal. Bicycle helmets dramati-
cally reduce the risk of bicycle-related head injuries.
The death rate from a head injury has been shown
to double among cyclists in places where there are
no helmet laws, or where laws apply only to
children.?

Motorcycle use carries an increased risk for trau-
matic injury and death as compared to motor vehi-
cle use. Motorcycle riders do not have the safety
inherent in an enclosed vehicle so in a crash they
are likely to suffer serious injury or death. The ma-
jor cause of death for motorcyclists is from head
injury. Helmet laws and motorcycle driving classes
work to protect drivers from injury.?

Traffic-Related Injuries

HP 2010 Objectives

15-15. Reduce deaths caused by motor
vehicle crashes.

Target and National Baseline:

Reduction in Deaths Baseline 2010
Objective |Caused by Motor Vehicle Target
Crashes
Deaths per 100,000 popu- | 14.7
15-15a. 8.0*
% liation (1999)*
Deaths per 100 million 1.6
15-15b. 0.8
vehicle miles traveled (1998)

*Age adjusted to the year 2000 standard population.

National Data Sources: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS; Fatality Analy-
sis Reporting System (FARS), DOT, NHTSA; Highway
Performance Monitoring System, DOT, FHWA.

Local Data:

15-15a: In San Diego County, the age-adjusted rate of
motor vehicle crash deaths was 7.4 per 100,000 popu-
lation, in 2009.

15-15b: In San Diego County, according to the Depart-
ment of Transportation, the rate of motor vehicle crash
deaths was 1.1 per 100 million miles traveled, in 2004.
Note: 2009 data not available.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011. United States Department of Transportation.

15-12




Figure 7. Death Due to Motor Vehicle Accidents

on Public Roads by Year
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Detailed Local Data: The County age-adjusted mo-
tor vehicle death rate increased between 2000 and
2004 and decreased slightly from 2005 to 20009. It

was below the age-adjusted rates for the U.S. and

California from 2000-2009 (Figure 7). Regional level
data is available by gender, race/ethnicity and age
(Figure 8).

Figure 8. Death Due to Motor Vehicle Accidents * on Public Roads Among San Diego Residents by
Region of Residence, 2009

North North North
Coastal Central Central South East Inland County Cf)unty ase-
adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate*| No. [Rate* | No. |Rate*| No. |[Rate*| No. |Rate*
Total** 31 58 [ 33| 53 31 6.0 36 7.8 45 9.6 64 | 11.1 | 242 | 7.6 7.4
Gender
Male 27 98 | 24 | 7.7 23 8.8 26 | 114 | 35 | 152 | 45 | 159 | 182 | 115 11.2
Female <5 § 9 | 2.9 8 32 |10 | 43 | 10 | 41 | 19 | 6.4 60 | 3.8 3.7
Race/
Ethnicity
White 21 6.6 | 24 | 6.2 4.4 17 | 15.0 | 28 9.4 39 | 11.7 | 137 | 8.6 7.9
Black <5 § <5 § 9.0 <5 § 6 23.6 | <5 § 16 9.6 9.9
Hispanic 9 6.0 6 7.4 15 6.9 13 5.2 8.8 16 9.9 68 7.1 7.3
APIF <5 <5 <5 <5 <5 <5 § 10 2.9 2.8
Othert <5 <5 <5 <5 <5 5 1227 | 11 8.3 6.6
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § 10 1.6
15-24 12 [ 12.8| 8 | 9.0 7 8.6 8 |105| 9 |128| 16 | 18.1 | 61 | 12.2
25-64 14 | 51 |18 | 51 | 21 | 75 | 13 | 56 | 26 | 104 | 35 | 11.7 | 128 | 7.6
65+ <5 § 6 7.4 | <5 § 13 | 26.9 7 121 | 12 | 16.0 | 43 | 11.7

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.
t Motor Vehicle Death refers to (underlying cause of death) ICD-10 codes V30-V39 (.4-.9), V40-V49 (.4-.9), V50-V59 (.4-.9), V60-V69 (.4-.9),
V70-V79 (.4-.9), V81.1, V82.1, V83-V86 (.0-.3), V20-V28 (.3-.9), V29 (.4-.9), V12-V14 (.3-.9), V19 (.4-.6), V02-V04 (.1, .9), V09.2, V80 (.3-.5),

V87 (.0-.8), V89.2. All intents.
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native, American
Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.
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15-16. Reduce pedestrian deaths on public roads.
Target: 1.0 pedestrian death per 100,000 population.

National Baseline: 1.9 pedestrian deaths per 100,000
population occurred on public roads in 1998.

National Data Source: Fatality Analysis Reporting
System (FARS), DOT, NHTSA.

Local Data: In San Diego County, the rate of pedestri-
an deaths was 1.9 per 100,000 population in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted pe-
destrian death rate was relatively stable between
2000 and 2004, with a slight spike in 2002. Between
2007 and 2009 it remained relatively stable. It was
slightly above the age-adjusted rates for the U.S. and
California in 2002 (Figure 9). Regional level data is avail-
able by gender, race/ethnicity and age (Figure 10).

15-17. Reduce nonfatal injuries caused by
motor vehicle crashes.

Target: 933 nonfatal injuries per 100,000 population.

National Baseline: 1,181 nonfatal injuries per
100,000 population were caused by motor vehicle
crashes in 1998.

National Data Source: General Estimates System
(GES), DOT, NHTSA.

Local Data: No local data available.

15-18. Reduce nonfatal pedestrian injuries
on public roads.

Target: 19 nonfatal injuries per 100,000 population.

National Baseline: 26 nonfatal pedestrian injuries per
100,000 population occurred on public roads in 1998.

National Data Source: General Estimates System
(GES), DOT, NHTSA .

Local Data: In San Diego County, the rate of nonfa-
tal pedestrian injury was 33.1 per 100,000 popula-
tion in 2009.

Local Data Source: Statewide Integrated Traffic
Records System (SWITRS), County of San Diego,
Health & Human Services Agency, Emergency Medi-
cal Services; SANDAG, Current Population Esti-
mates, 10/2010. Prepared by County of San Diego,
Health & Human Services Agency, Community Health
Statistics, 2011.

15-19. Increase use of safety belts.
Target: 92 percent.

National Baseline: 69 percent of the total popula-
tion used safety belts in 1998.

National Data Source: National Occupant Protec-
tion Use Survey (NOPUS), DOT, NHTSA.

Local Data: No local data available.

15-20. Increase use of child restraints.
Target: 100 percent.

National Baseline: 95 percent of motor vehicle oc-
cupants aged 3 years and under used child re-
straints in 2002.

National Data Source: National Occupant Protec-
tion Use Survey (NOPUS), Controlled Intersection
Study, DOT, NHTSA.

Local Data: No local data available.
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Figure 9. Pedestrian Deaths due to Motor
Vehicle Accidents on Public Roads by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/6/2012: http://wonder.cdc.gov/cmf-icd10.html.

Figure 10. Pedestrian’ Deaths due to Motor Vehicle Accidents on Public Roads Among San Diego
Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. [Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. [Rate*| No. [Rate*
Total** 7 1.3 8 13 11 2.1 8 1.7 9 1.9 15 2.6 59 1.9 1.9
Gender
Male 7 2.5 5 1.6 9 3.5 6 2.6 7 3.0 11 3.9 46 2.9 3.0
Female <5 § <5 § <5 § <5 § <5 § <5 § 13 0.8 0.8
Race/
Ethnicity
White <5 § 5 13 <5 § <5 § 7 2.3 8 2.4 30 1.9 1.7
Black <5 § <5 § <5 § <5 § <5 § <5 § 8 4.8 5.8
Hispanic | <5 § <5 § <5 § <5 § <5 § 5 3.1 16 1.7 2.2
APl <5 § <5 § <5 § <5 § <5 § <5 <5
Othert <5 § <5 § <5 § <5 § <5 § <5 <5
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 <5 §
15-24 <5 § <5 § <5 <5 § <5 § <5 5 1.0
25-64 <5 § 5 1.4 10 3.6 <5 § 7 2.8 8 2.7 35 2.1
65+ <5 § <5 § <5 § 7 145 | <5 § 5 6.7 16 4.3

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.
t Pedestrian Death refers to (underlying cause of death) ICD-10 codes V02-V04 (.1, .9), V09.2.
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.
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15-21. Increase the proportion of
motorcyclists using helmets.

Target: 79 percent.

National Baseline: 67 percent of motorcycle opera-
tors and passengers used helmets in 1998.

Data sources: National Occupant Protection Use
Survey (NOPUS), DOT, NHTSA.

Local Data: No local data available.

15-22. Increase the number of States and
the District of Columbia that have adopted
a graduated driver licensing model law.

Target: 51

National Baseline: 23 States had a graduated driver
licensing model law in 1999.

National Data Source: U.S. Licensing Systems for
Young Drivers, Insurance Institute for Highway Safe-
ty.

Local Data: California has adopted a graduated driv-
er licensing model law.

15-23. Increase the proportion of bicyclists
who regularly wear a bicycle helmet.

Target and National Baseline:

Increase the proportion of | 1998 2010
Objective bicycle riders, of specified | Baseline | Target

ages, who regularly wear

a helmet while bicycling Percent
15-23a. Children aged 1 to 15 69 76
years
15-23b Adults aged 16 years 38 47

and older

National Data Source: National Bike Helmet Use
Survey, U.S. Consumer Product Safety Commission.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data reflect those who
“always” or “usually” wear a helmet when riding a
bicycle. Healthy People data reflect those who
“regularly” wear a helmet when riding a bicycle.
Also San Diego County data reflects ages 6-15 (a)
and ages 16-17 (b) compared to Healthy People’s
ages 1-15 (a) and ages 16 and older (b).

15-23a: In San Diego County, according to the 2003
California Health Interview Survey, 53.4% of chil-
dren aged 6 through 15 years who rode a bicycle in
the past year reported that they always wore a hel-
met when riding a bicycle.

In San Diego County, according to the 2003 Califor-
nia Health Interview Survey, 15.2% of children aged
6 through 15 years who rode a bicycle in the past
year reported that they usually wore a helmet when
riding a bicycle.

15-23b: In San Diego County, according to the 2003
California Health Interview Survey, 28.8% of individ-
uals aged 16 through 17 years who rode a bicycle in
the past year reported that they always wore a hel-
met when riding a bicycle.

Note(15-23a,b): 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2003 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

15-24. Increase the number of States and
the District of Columbia with laws requiring
bicycle helmets for bicycle riders.

Target: 51

National Baseline: 10 States had laws requiring bicycle
helmets for bicycle riders under age 15 years in 1999.

National Data Source: National Safe Kids Campaign.

Local Data: California has laws, which apply to San
Diego, requiring bicycle helmets for bicycle riders.

Local Data Source: California Department of Public
Health, “Healthy California 2010 Report,”
http://www.cdph.ca.gov/data/indicators/
goals/Pages/default.aspx/, (accessed 1/2009).
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hsidential Fires

Injury from fire can come from direct contact
(burns), or from smoke and toxin inhalation. Long
term effects of fire-related injuries can include scar-
ring, nerve damage, infection, loss of limb(s), and/or
decreased lung function. Fires are a leading cause
of fatal unintentional injuries among children; near-
ly two-thirds (65%) of children killed by fire are
those under 5 years of age. Children are particular-
ly at risk because they do not know how to react
appropriately to the danger and because they
generally sustain greater injury from burns.’

Smoking is the leading cause of fatal fires, and
cooking is the main cause of fires in the home.
Prevention of injury due to fires in the home include
installing smoke alarms, having an escape plan, and
cooking with care.

HP 2010 Objectives

15-25. Reduce residential fire deaths.

Target: 0.2 deaths per 100,000 population (age-
adjusted).

National Baseline: 1.0 deaths per 100,000 popula-
tion were caused by residential fires in 1999 (age
adjusted to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data refer to actual rate.
Healthy people data refer to age-adjusted rate.

In San Diego County, the rate of residential fire
death was 0.2 per 100,000 in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

15-26. Increase functioning residential
smoke alarms.

Target and National Baseline:

increase functioning resi- 19 9/8 2010
Objective |dential smoke alarms as Baseline | Target
specified Percent

Total population living in

15-26a. |residences with function 88 100
smoke alarm on every floor
Residences with a function-

15-26b.  |ing smoke alarm on every 87 100
floor

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.
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Injuries due to falls range in severity from bruises to
fractures and trauma, and have a direct impact on an
individual’s ability to move and/or live independently.
They can also increase the risk of premature death.

Falls are the leading cause of non-fatal injuries
among children and adolescents aged 0 to 19, and
account for nearly 3 million individuals treated in
emergency departments across the country annual-
ly.” There are several things that can be done to
help reduce the likelihood and severity of injuries
among children. These include using home safety
devices (gates, rails, window guards), properly
designed and maintained playground equipment,
and ensuring that children wear protective gear
such as helmets and pads when playing sports. In
addition, young children should be supervised at all
times when they are near any kind of fall hazards.’

Falls are the leading cause of injury death among
adults aged 65 years and older.® In the United
States, more than one third of adults 65 and older
fall each year.8 Older adults are at particular risk
because of impaired mobility, neurological or mus-
cular disability, medications, dementia, or visual
impairment. Falls have an enormous impact on the
quality of life of older Americans. Half of those who
fall sustain injury that makes them unable to return
home or live independently after a hip fracture.®

Fall Prevention Strategies

o See a doctor regularly

« Monitor medications

« Reduce fall hazards in the home
« Exercise regularly

« Treat osteoporosis

« Getregular eye exams

o Falls

HP 2010 “BJecflves

15-27. Reduce deaths from falls.

Target: 3.3 deaths per 100,000 population (age-
adjusted).

National Baseline: 4.8 deaths per 100,000 popula-
tion were caused by falls in 1999 (age adjusted to
the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted rate
of fall deaths was 6.9 per 100,000 population in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted fall
death rate was above the age-adjusted rate for
California but below the age-adjusted rate for the U.S.
in 2009 (Figure 11). Regional level data is available by
gender, race/ethnicity and age (Figure 12).
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Figure 11. Fall-Related Deaths by Year
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8/8/2012: http://wonder.cdc.gov/cmf-icd10.html.

Figure 12. Fall-Related’ Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |[Rate*| No. |[Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*
Total** | 35 | 65 |48 | 7.7 | 24 | 47 | 27 | 59 | 46 | 9.8 | 51 | 88 | 231 | 7.3 6.9
Gender
Male 18 | 65 |23 | 7.4 11 4.2 14 6.1 23 | 100 | 30 | 106 | 119 | 75 8.5
Female 17 | 655 | 25 | 8.0 13 5.1 13 5.6 23 9.5 21 7.1 112 | 7.0 5.6
Race/
Ethnicity
White 33 |104 |44 | 114 | 13 | 95 | 16 | 141 | 38 | 12.7 | 45 | 13.5 | 189 | 119 7.7
Black <5 8§ <5 § <5 § <5 § <5 § <5 § <5 § §
Hispanic | <5 § <5 § 7 3.2 9 3.6 <5 § <5 § 23 2.4 4.9
APl <5 § <5 § <5 8§ <5 8§ <5 8§ <5 § 14 4.1 4.6
Othert <5 § <5 § <5 § <5 8§ <5 § <5 § <5 § §
Age Group
0-14 <5 § <5 § <5 8 <5 8 <5 8 <5 § <5
15-24 <5 § <5 8 <5 8 <5 8 <5 8 <5 § <5
25-64 7 2.6 | <5 § 6 2.2 6 2.6 7 2.8 6 2.0 36 | 2.1
65+ 28 |46.0| 44 | 544 | 18 | 396 | 21 | 434 | 39 | 675 | 44 | 588 | 194 | 52.7

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population

** Numbers may not add up to totals due to unknown or missing details.

T Fall-Related Death refers to (underlying cause of death) ICD-10 codes W00-W19; accidental falls.

t1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.
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15-28. Reduce hip fractures among older adults.

Target and National Baseline:

Reduction in hip frac- 19ﬁ8 . 2010
Objective |ture hospitalizations in [Baseline Target

specified population | 250 Adiusted Percent

Females aged 65 years

15-28a. and older

1,055.8 416.0

Males aged 65 years

15-28b.
>-28b and older

592.7 459.5

*Age adjusted to the year 2000 standard population.

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data refer to actual rate.
Healthy people data refer to age-adjusted rate.

15-28a: In San Diego County, the hip fracture
hospitalization rate among females aged 65 years
and older was 694.9 per 100,000 in 2009.

15-28b: In San Diego County, the hip fracture
hospitalization rate among males aged 65 years and
older was 393.4 per 100,000 in 2009.

Local Data Source: Hospital Inpatient Discharge
Database, County of San Diego, Health & Human
Services Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Diego,
Health & Human Services Agency, Community Health
Statistics, 2011.
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Children and young adults are at the greatest risk
for drowning, particularly among children under 5
years. The pattern of drowning varies by age
groups. Children under 1 year most often drown in
bathtubs, buckets, and toilets. Children 1-4 most
often drown in swimming pools, hot tubs, and spas,
while those aged 5-14 drown most often in swim-
ming pools and open bodies of water such as the
ocean, in lakes, or in rivers.

One reason children drown is that adults do not recog-
nize the signs that a child is having trouble in the water.
Children may not splash or call for help, and may not be
strong enough to wave their arms and signal that they
are in distress. Children usually drown silently.

Drowning can be prevented. Parents should supervise chil-
dren when they are near water, even toilets and bathtubs.
Small children can drown even in a few inches of water.
Swimming pools should be fenced in and covered when
not in use, and all children should be taught how to swim
and float. For adults, alcohol use should not be combined with
boating, water skiing or other type of water recreation.”

Figure 13. Drowning Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/8/2012: http://wonder.cdc.gov/cmf-icd10.html.

Note: The County actual and age adjusted rates are nearly
identical for the time period shown.

Drowning

W]EC ives

15-29. Reduce drownings.

Target: 0.7 drownings per 100,000 population (age-
adjusted).

National Baseline: 1.5 drownings per 100,000 popu-
lation occurred in 1998 (age adjusted to the year
2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
drowning death rate was 1.0 per 100,000 in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted
drowning death rate was below the age-adjusted rate
for the U.S. and California in 2009 (Figure 13).

15-21



Millions of people are bitten by dogs in the United
States each year, and about half of all people are
estimated to have been bitten as children. Children
are particularly vulnerable, as they are smaller than
adults, and do not know how to avoid the dog bite.
Most dog bites of children occur to the child’s face,
head or neck. Because of the high risk to a large
population, effective surveillance is needed to
identify types of dogs most likely to bite, and the
types of situations where a dog bite is most likely to
occur. Surveillance is necessary to design and
implement effective prevention programs.2

HP 2010 “BJecflves

15-30. Reduce hospital emergency
department visits for nonfatal dog bite
injuries.

Target: 114.0 hospital emergency department visits
per 100,000 population (age-adjusted).

National Baseline: 151.5 hospital emergency de-
partment visits per 100,000 population were for
nonfatal dog bite injuries in 1997 (age adjusted to
the year 2000 standard population).

National Data Source: National Hospital Ambulato-
ry Medical Care Survey (NHAMCS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data reflect persons who
were treated and discharged from the emergency de-
partment (ED) and use an actual rate. Healthy People
data reflects all ED visits using an age-adjusted rate.

In San Diego County, the rate of emergency depart-
ment discharge for dog bite injuries was 63.9 per
100,000 persons, in calendar year 2009.

Local Data Sources: Hospital Association of San Die-
go & Imperial Counties, Community Health Im-
provement Partners, and County of San Diego
Health & Human Services Agency, Public Health Ser-
vices Emergency Medical Services, Emergency De-
partment Discharge Database 2009; SANDAG, Cur-
rent Population Estimates, 10/2010. Prepared by
County of San Diego Health & Human Services
Agency, Public Health Services Community Health
Statistics, 2011.
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School Sports

Participation in school sports increases the
likelihood of unintentional injury, including bruises,
strains, sprains, fractures and concussions.

Concussions are a type of traumatic brain injury
caused by a blow or bump to the head, and may
produce the most serious consequences.
Concussions can be mild or severe, and may be
associated with immediate symptoms. These
symptoms include unconsciousness, headache,
nausea and fatigue. They can also occur later and
be difficult to recognize or associate with the injury.
Concussions can also result in long term conse-
guences such as mood change and memory loss. If
the injury is severe enough to cause bleeding or
brain damage and not immediately recognized,
death may occur.™

Concussions can be caused by person to person
contact, hitting the ground, a piece of equipment,
or another object during play or practice. Among
males, the leading cause of concussion comes from
playing football, and among females, playing soccer.

Prevention of injury during sportsw

o Adult supervision of school sports

o Wear helmets and other properly
fitting safety gear

o Promote good sportsmanship

e Injured players should be seen immedi-
ately by a health professional

HP 2010 Objectives

15-31. Increase the proportion of public and
private schools that require students to wear
appropriate protective gear when engaged in
school-sponsored physical activities.

Target and National Baseline:

Increase the proportion of | 2000 2010
oublic and private schools | aseline | Target
... [that require students to
Objective wear appropriate protec-
tive gear when engaged in Percent
the specified activities
15-31a. [Physical education 77 85
15-31b. [Interscholastic sports 98 100
Intramural activities or
15-31c, |/ anuralachiviies or - gg 97
physical activity clubs

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.
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Homicide, suicide, assault and abuse impact individ-
uals, families, and communities everywhere in the
country. People who are victims of violence, but
survive, often sustain long-term physical injury and
suffer significant emotional trauma. Violence de-
stroys communities by reducing quality of life,
productivity, property values and services.

Violence prevention must be addressed at multiple
levels, by targeting individuals and communities.
Methods include surveillance of violence-related
deaths and injuries, conducting research on risk
factors for violence, as well as protective influences,
developing and evaluating prevention programs,
and helping national, state and local agencies adopt
and improve prevention strategies.11

Child maltreatment involves injury to a child under the
age of 18 from neglect, physical, sexual or emotional
abuse. Most often, the perpetrators are the victim’s
parents, or relatives. Maltreatment of any kind results
in a negative effect on a child’s overall health.

Figure 16. Homicide Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/8/2012: http://wonder.cdc.gov/cmf-icd10.html.

HP 2010 Objectives

15-32 Reduce homicides.
Target: 2.8 per 100,000 population (age-adjusted).

National Baseline: 96.0 deaths due to homicides
per 100,000 population were recorded in 1999 (age
adjusted to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem - Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
homicide death rate was 2.7 per 100,000 popula-
tion in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted homi-
cide rate decreased between 2006 and 2009. It was
well below the age-adjusted rates for the U.S. and
California during this time period (Figure 16). Re-
gional level data is available by gender, race/
ethnicity and age (Figure 17).
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15-33. Reduce maltreatment and
maltreatment fatalities of children.

Target and National Baseline:

1998 2010
Reduce the following in Baseline | Target
Objective |children under 18 years of
age Rate per 1,000 pop-|
ulation
15-33a. [Maltreatment 12.7 10.2
15-33b.  [Maltreatment fatalities 1.7 1.5

National Data Source: National Child Abuse and Ne-
glect Data System (NCANDS), Summary Data Com-

ponent Survey, ACF.

Local Data: No local data available.

Figure 17. Homicide' Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |Rate*| No. [Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*| No. |Rate*
Total** 13 2.4 7 1.1 36 7.0 14 3.0 11 2.3 8 1.4 90 2.8 2.7
Gender
Male 9 33 | 5|16 | 28 | 108 | 8 3.5 8 3.5 6 2.1 65 | 4.1 3.8
Female <5 § <5 § 8 3.2 2.6 <5 § <5 § 25 1.6 1.5
Race/
Ethnicity
White 7 22 | 6 | 16 6 44 | <5 7 23 | <5 § 32 | 20 1.8
Black <5 § <5 § 10 | 151 | <5 <5 § <5 § 18 | 10.8 9.7
Hispanic | <5 § <5 § 16 | 74 8 3.2 | <5 § <5 § 33 3.4 3.2
APIE <5 § <5 § <5 <5 <5 § <5 § <5 §
Other* <5 § <5 § <5 <5 <5 § <5 § <5
Age Group
0-14 <5 <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 <5 9 |110| 8 | 105 | <5 <5 § 26 | 5.2
25-64 5 1.8 5 1.4 23 8.3 2.6 8 3.2 <5 § 52 3.1
65+ <5 § <5 § <5 § <5 § <5 § <5 § 9 2.4

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

1t Homicide Death refers to (underlying cause of death) ICD-10 codes U01-U02, X85-Y09, Y87.1

tt APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.
§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.
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Sexual Assault

Sexual assault is defined as physical force to compel
a person to engage in sexual acts against his/her
will. It includes completed or attempted rape,
sodomy, and other sexual assaults with bodily force.
Sexual assault can occur between intimate partners
or strangers.*

There are many factors that increase the risk of
sexual assault, although their presence does not
mean that an individual will be a victim or a perpe-
trator of violence. Some of these factors include
alcohol/drug use, childhood history of sexual and
physical abuse, witnessing violence in the family.
Some additional factors that may increase the risk
of becoming a perpetrator are coercive sexual
fantasies, hypermasculinity, and hostility towards
women. Factors in a community can also promote
sexual abuse, such as tolerance of sexual violence,
weak sanctions against perpetrators, and lack of
support for victims from law enforcement.™

Unfortunately, little is known about ways to prevent
sexual violence. ldeally, prevention efforts should
reduce risk factors and promote protective factors,
and these should involve the individuals at risk,
their relationships, families, and communities."?

HP 2010 Objectives

15-34. Reduce the rate of physical assault
by current or former intimate partners.

Target: 3.3 per 1,000 population.

National Baseline: 4.4 reports of being threatened
or assaulted by current or former spouse, boyfriend
or girlfriend per 100,000 population occurred in
1998, among persons aged 12 years and older.

National Data Source: National Crime Victimization
Survey (NCVS), DOJ, BJS.

Local Data: No local data available.

15-35. Reduce the annual rate of rape or
attempted rape.

Target: 0.8 per 1,000 population.

National Baseline: 0.9 reports of being raped or a vic-
tim of an attempted rape per 100,000 population oc-
curred in 1998, among persons aged 12 years and older.

National Data Source: National Crime Victimization
Survey (NCVS), DOJ, BJS.

Local Data: No local data available.

15-36. Reduce sexual assault other than rape.
Target: 0.4 per 1,000 population.

National Baseline: 0.6 reports of being threatened
or physically assaulted in a sexual way other than
rape per 100,000 population occurred in 1998,
among persons aged 12 years and older.

National Data Source: National Crime Victimization
Survey (NCVS), DOJ, BJS.

Local Data: No local data available.
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Adolescent, or youth, violence refers to violence by
adolescents to other young individuals. It can be
physical, or emotional. Individuals may be victims,
perpetrators, or witnesses. The violence can involve
other criminal behaviors, such as robbery or sexual
assault, and may result in severe injury or death.
Many victims are injured as a result of bullying and
fighting, and surveys have shown that 30% of mid-
dle and high school students report being bullied,
and approximately 7% have taken some sort of
weapon (knife, gun, club) to school.™

Adolescent violence is widespread in the U.S., and is
the second leading cause of death among persons
aged 10 to 24 years. Risk factors for engaging in
youth violence are similar to those for other violent
assaults: prior history of violence, violence at
home, drug/alcohol use, and poverty. In addition,
association with delinquent peers, gang
membership, social rejection by peers poor grades
and poor family functioning are also factors.”

-

-

-
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15-37. Reduce physical assaults.

Target: 13.6 per 1,000 population.

National Baseline: 31.1 reports of being physically
assaulted per 100,000 population occurred in 1998,
among persons aged 12 years and older.

National Data Source: National Crime Victimization
Survey (NCVS), DOJ, BJS.

Local Data: No local data available.

sical Assault and
Adolescent Violence

15-38. Reduce physical fighting among adolescents.
Target: 32 percent.

National Baseline: 36 percent of students in grades
9 through 12 reported being in a physical fight at
least 1 time during the past 12 months in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, 31.9% of San Diego
City high school students reported having been in a
physical fight one or more times during the past 12
months.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
App/Default.aspx (accessed 8/2012).

15-39. Reduce weapon carrying by adoles-
cents on school property.

Target: 4.9 percent.

National Baseline: 6.9 percent of students in grades
9 through 12 reported carrying a weapon on school
property at least 1 day in the past 30 days in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 12.9% of high school stu-
dents in San Diego City schools reported carrying a
weapon such as a gun, knife, or club on one or more of
the past 30 days.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
App/Default.aspx (accessed 8/2012).
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SAN DIEGO COUNTY

Chapter 16

Healthy People 2010 Goal: Improve the health and well-being of wom-

en, infants, children, and families.

A key indicator of community health is the health of
mothers and children. Rates of fetal, neonatal, infant,
child and adolescent death are all measures that reflect
the current health of a society and that of the next
generation. Infant mortality is a worldwide indicator of
a society’s health status and quality of life.!

Several measures of mortality are used to define
infant mortality. Perinatal mortality refers to
deaths between 22 weeks gestation and one week
old. Neonatal mortality refers to deaths within the
first 28 days of life. Neonatal mortality are deaths
that occur from birth through 27 days of age, and
account for approximately two-thirds of all infant
deaths.?

Post-neonatal deaths are those occurring after the
first 28 days of life but before one year. Itis during
this period that Sudden Infant Death Syndrome
(SIDS) occurs. SIDS is the sudden death of an infant

Prevention

Receive early prenatal care - The timing
and quality of prenatal care is important to
infant health and survival. *

Give birth at ideal maternal age - The
lowest infant death rates are for infants of
mothers in their late twenties and early thirties. *
Use pacifiers and breastfeed - reduces
the risk of SIDS.*

Create a safe sleeping environment;

Infants should:

be placed on their backs when resting,
sleeping, or left alone.

only be place on stomachs when strictly supervised.
only be placed in cribs approved by the Consumer
Product Safety Commission (CPSC).

only be placed on a firm surface or mattress.

nap away from any pillows, stuffed toys, bumper
pads, comforters, quilts, or sheepskin.

not sleep in the same bed as parents.




less than one year of age due to causes that cannot
be determined.’

Four factors account for more than half of all infant
deaths: birth defects, disorders relating to short
gestation and low birth weight, sudden infant death
syndrome (SIDS), and respiratory distress syn-
drome.! Preterm birth and low birth weight are
leading causes of neonatal death and are associated
with many long-term disabilities such as cerebral
palsy, autism, mental retardation, and hearing
impairment.

Indicators that reflect risks for infant death, such as
low and very low birth rate births, have been on the
rise in the U.S. for more than 10 years.! Disparities
are also seen in infant mortality rates by race/
ethnicity, despite a decline overall in infant deaths.

Infant Mortality in the
United States and California

e The U.S. ranked 31" in the world for
infant mortality in 2008.°

e In 2008, the U.S. infant mortality rate
was 6.6 infants per 1,000 live births. °

e In California, the infant mortality rate
was 5.1 per 1,000 live births in 2008. *°

Local Findings

In San Diego County, the infant
mortality rate was 4.4 per 1,000 live
births in 2009. ~peath, 2009

Of all live births, 82% of mothers
received care beginning in the first
trimester of pregnancy in 2009.

“Birth 2009

6.7% of live births were low birth
weight, and 1.1% were very low birth
weight. ~Birth, 2009




In the United States, fetal and infant deaths are a
serious public health concern. Nearly half of all
infant deaths (46%) are due to congenital
malformations, low birth weight, and sudden infant
death syndrome.® Among all infant deaths, more
than two-thirds occurred to preterm infants.®
What’s more, in 2008, multiples accounted for
three percent of all live births but 15% of infant
deaths in the U.S.** After the first month of life,
SIDS becomes the leading cause of infant death, and
accounts for approximately one-third of all deaths.?

Within the U.S., there are still great disparities in
infant mortality by race/ethnicity. For example,
African Americans and Native Americans/Alaska
Natives have higher infant mortality rates than
whites. African American women are also more
likely than white women to have low birth weight
babies.

Maternal age also is a risk factor for infant death;
births to teenagers 16 years and under, or mothers
aged 44 years and older, have the highest risk.

The deaths of children and adolescents are im-
portant public health issues as well. The leading
causes of death at all ages after infancy are prevent-
able injuries: motor vehicle crashes, drowning, fires
and burns. ' Other causes of death among children 5
-14 years, which are not easily preventable, include
malignant neoplasms, and diseases of the heart.*

Infant, Child, and
Adolescent Deaths

HP 2010 OBJectlves

16-1. Reduce fetal and infant deaths.

Target and National Baseline:

1997 2010
.. Baseline | Target
.. |Reduction in rate of fetal and
Objective |. : Per 1,000 Live
t death d ,
fnfant dedths as specifie Births Plus Fetal
Deaths
16-1a. Fetal deaths at .20 or more 6.8 a1
weeks of gestation
Fetal and infant deaths
16-1b. during perlnatall period (28 73 44
weeks of gestation to less
than 7 days after birth)
Per 1,000 Live
Births
All infant deaths (within 1 7.2
16-1c. ear) (1998) 4.5
Neonatal deaths (less than| 4.8
16-1d. 28 days after birth) (1998) 2.9
Postneonatal deaths 54
16-1le. (between 28 days and 1 (1998) 1.2
year)
16-1f All birth defects 1.4 0.7
' (1999) '
16-1 Congenital heart defects 0.46 0.23
& & (1999) |
Reduce deaths from sud- 0.67
16-1h. den infant death syn- (1599) 0.23
drome (SIDS)

National Data Source: National Vital Statistics Sys-
tem-Mortality and Natality (NVSS-M and NVSS-N),
CDC, NCHS.




16-1a: In San Diego County, according to Maternal,
Child and Family Health Services Birth Statistical
Master File, the rate of fetal deaths (20 or more
weeks of gestation) was 3.9 per 1,000 live births in
2009.

16-1b: In San Diego County, according to the Mater-
nal, Child and Family Health Services Birth Cohort
File, the rate of fetal and infant deaths during the
perinatal period (28 weeks of gestation to less than
7 days after birth) was 5.0 per 1,000 live births and
fetal deaths in 2009.

16-1c: In San Diego County, according to Maternal,
Child and Family Health Services Birth Statistical
Master File, the rate of infant deaths (within one
year) was 4.4 per 1,000 live births in 2009.

16-1d: In San Diego County, according to Maternal,
Child and Family Health Services Birth Cohort File,
the rate of neonatal deaths (less than 28 days after
birth) was 3.2 per 1,000 live births in 2009.

16-1e: In San Diego County, according to Maternal,
Child and Family Health Services Birth Cohort File,
the rate of postneonatal deaths (between 28 days
and 1 year) was 1.1 per 1,000 live births in 2009.

16-1f: In San Diego County, according to Maternal,
Child and Family Health Services Birth Cohort File,
the rate of all birth defects was 1.0 per 1,000 live
births in 2009.

16-1g: In San Diego County, according to Maternal,
Child and Family Health Services Birth Cohort File,
the rate of congenital heart defects was 0.2 per
1,000 live births in 2009.

16-1h: In San Diego County, according to Maternal,
Child and Family Health Services Birth Cohort File,
the rate of deaths from sudden infant death
syndrome (SIDS) was 0.6 per 1,000 live births in
20009.

Local Data Source: CA, DHS, Center for Health Sta-
tistics, Birth Cohort and Master Statistical Files,
County of San Diego, Health & Human Services
Agency, Maternal, Child and Family Health Services.

16-2. Reduce the rate of child deaths.

Target and National Baseline:

1998 2010
... |Reduction in deaths of saselinclmiage:
Objective children
Rate per 100,000
16-2a. Children aged 1to 4 years | 34.1 20.0
16-2b. Children aged 5 to 9 years 17.2 13.0

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data:

16-2a: In San Diego County, the rate of deaths for
children aged 1 through 4 years was 16.3 per
100,000 in 2009.

16-2b: In San Diego County, the rate of deaths for
children aged 5 through 9 years was 11.9 per
100,000 in 2009.

Local Data Sources: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.




16-3. Reduce deaths of adolescents and
young adults.

Target and National Baseline:

1998 2010
Reduction in Deaths of Baseline | Target
Objective |Adolescents and Young
Adults Rate per 100,000
16-3a. Adolescents aged 10 to 14 915 16.5
years
16-3b. Adolescents aged 15 to 19 69.5 380
years
16-3c. Young adults aged 20 to 92.7 415
24 years

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data:

16-3a: In San Diego County, the rate of death for
children aged 10 through 14 years was 13.4 per
100,000 in 2009.

16-3b: In San Diego County, the rate of death for
children aged 15 through 19 years was 30.4 per
100,000 in 2009.

16-3c: In San Diego County, the rate of death for
young adults aged 20 through 24 years was 58.0 per
100,000 in 2009.

Local Data Sources: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.




Many maternal deaths arise from preventable caus-
es. Ectopic pregnancy is a pregnancy that devel-
ops outside a woman’s uterus because the ferti-
lized egg does not implant itself normally in the
uterus. Ectopic pregnancy is a leading cause of
illness and disability among pregnant women.
Pregnancy-induced hypertension, embolism, and
infections are also causes of maternal illness and
death. Rates of ectopic pregnancy are higher
among women 35-44 years than women 15-24
years.!

Other causes of maternal death include hemor-
rhage, pregnancy-induced hypertension, embolism,
infection, and other complications of pregnancy.
Pregnancy and delivery can lead to serious health
problems for women, both physical and mental, and
should be addressed as a public health concern.

aternal Deaths
and Illnesses

HP 2010 Objectives

16-4. Reduce maternal deaths.

Target: 4.3 maternal deaths per 100,000 live births.

National Baseline: 9.9 maternal deaths per 100,000
live births occurred in 1999.

National Data Source: National Vital Statistics Sys-
tem-Mortality and Natality (NVSS-M and NVSS-N),
CDC, NCHS.

Local Data: No local data available.

16-5a. Reduce maternal complications
during hospitalized labor and delivery.

Target: 24.0 maternal complications per 100 deliveries.

National Baseline: 31.2 maternal complications per
100 deliveries occurred in 1998.

National Data Source: National Hospital Discharge
Survey, CDC, NCHS.

Local Data: In San Diego County, the rate of mater-
nal complications during hospitalized labor and
delivery was 21.2 per 100 deliveries in 2005.

Note: 2009 data not available.

Local Data Sources: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human
Services Agency, EISB. Prepared by County of San
Diego, Health & Human Services Agency, Communi-
ty Health Statistics, 9/2008.

16-5b, 16-5c: These objectives were
deleted by the Federal government at
midcourse review.




Prenatal Care

The timing and quality of prenatal care received by
a pregnant mother is important to the infant’s
health and survival." Good prenatal care includes
risk assessment, treatment of medical problems to
reduce or eliminate risk, and health education.
Each of these can reduce the likelihood and impact
of perinatal illness, disability or death. Helping
women to quit or reduce alcohol and tobacco use is
also beneficial to a healthy pregnancy outcome.

Certain groups such as pregnant women less than
16 years old, Native Americans/Alaska Natives,
African Americans and Hispanics are less likely to
receive adequate prenatal care.*

HP 2010 Objectives

16-6. Increase the proportion of pregnant
women who receive early and adequate
prenatal care.

Target and National Baseline:

Increase in percent of live | 1998 2010
births where mother re- | Baseline | Target

Objective ceived prenatal care as Percent of Live

specified Births

Care beginning in first tri-

16-6a.
mester of pregnancy

83 90

Early and adequate prena-

16-6b.
tal care

74 90

National Data Source: National Vital Statistics Sys-
tem-Natality (NVSS-N), CDC, NCHS.

Local Data:

16-6a: In San Diego County, according to Maternal
Child and Family Health Services, for 82% of live
births, mothers had received care beginning in the
first trimester of pregnancy in 2009.

16-6b: no local data available.

Local Data Source: CA, DHS, Center for Health Sta-
tistics, Birth Cohort and Master Statistical Files,
County of San Diego, Health & Human Services
Agency, Maternal, Child and Family Health Services.

16-7. Increase the proportion of pregnant
women who attend a series of prepared
childbirth classes.

Target: 77 percent.

National Baseline: 66 percent of mothers of chil-
dren under 3 years of age had never attended child-
birth classes in 2000.

National Data Source: National Survey of
Early Childhood Health (NSECH), CDC, NCHS.

Local Data: No local data available.
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hstetrical Care

Obstetrical care refers to health care pertinent to
giving birth. For example, very low birth weight
infants have lower death rates when they are
delivered at level Il hospitals that are best
equipped to care for these neonates. * Reducing the
need for cesarean births is an important issue which
may be achieved through appropriate, high quality
obstetrical care.’

HP 2010 Objectives

16-8. Increase the proportion of very low
birth weight (VLBW) infants born at level Il
hospitals or subspecialty perinatal centers.

Target: 90 percent.

National Baseline: 73 percent of VLBW infants were
born at level lll hospitals or subspecialty perinatal
centers in 1996-97.

National Data Source: Title V Reporting System,
HRSA, MCHB.

Local Data: No local data available.

16-9. Reduce Cesarean births among
low-risk (full term, singleton, vertex
presentation) women.

Target and National Baseline:

199(_8 2010
Objective Rgduct'lon in Cesarean Baseline Tar' get
Births Percent of Live
Births
16-9a. No prior cesarean birth 18 15
16-9b. Prior cesarean birth 72 63

National Data Source: National Vital Statistics
System-Natality (NVSS-N), CDC, NCHS.

Local Data: No local data available.




There are a variety of risk factors for poor maternal
and infant health. These include:

e Race/ethnicity - In 2009, non-Hispanic African
Americans had approximately twice the infant
mortality rate as non-Hispanic Caucasians.™
Also, African-American babies are more than
two times, and American-Indian/Alaska Native
babies are nearly three times as likely to die of
SIDS as Caucasian babies.>

e Genetics/family history

e Maternal age - The highest death rates are for
infants of teen-aged mothers (10.3) and
mothers aged 40 years and over (7.8).2

e Congenital abnormalities (birth defects) - Birth
defects account for 20% of all infant deaths in
the U.S.; about one of every 33 babies born in
the U.S. has a birth defect.’

e Low birthweight - Birthweight and gestation are
the two most important predictors of an infant’s
health and survival.” Low birthweight is a factor
in 65% of infant deaths.®

e Preterm birth - 67.2% of all infant deaths in the
United States in 2008 were among the 12.3% of
infants born preterm.*!

e Poverty/low income

e Lack of appropriate prenatal care
e Poor nutrition

¢ Limited maternal education

e Complications of pregnancy - Maternal
complications of pregnancy, or complications of
placenta, cord and membranes accounted for
6.3% of infant deaths, in 2008. **

e Factors relating to sleep environment and SIDS:
placement in the prone position, soft surface,
pillow use, face and/or head covered with bed-
ding, bed sharing. *

HP 2010 Objectives

16-10. Reduce low birth weight (LBW) and
very low birth weight (VLBW).

Target and National Baseline:

1998 2010
... |Reduction in Low and Very | Baseline | Target
Objective 1, ow Birth Weight Percent of Live
Births
16-10a. |Low birth weight (LBW) 7.6 5.0
Very low birth weight
16-10b. (VLBW) 1.4 0.9

National Data Source: National Vital Statistics Sys-
tem-Natality (NVSS-N), CDC, NCHS

Local Data:

16-10a: In San Diego County, according to Mater-
nal, Child and Family Health Birth Statistical Master
Files, 6.7% of all live births were low birth weight in
20009.

16-10b: In San Diego County, according to Mater-
nal, Child and Family Health Birth Statistical Master
Files, 1.1% of all live births were very-low birth
weight in 2009.

Local Data Source: CA, DHS, Center for Health Sta-
tistics, Birth Statistical Master Files, County of San
Diego, Health & Human Services Agency Maternal,
Child and Family Health Services. Prepared by Coun-
ty of San Diego, Health & Human Services Agency,
Community Health Statistics, 2011.
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16-11. Reduce preterm births.

Target and National Baseline:

1998 2010
... |Reduction in Preterm Baseline | Target
Objective Births
Percent
16-11a. [Total preterm births 11.6 7.6
16-11b. Live births at 32.to 36 9.6 6.4
weeks of gestation
16-11c. Live births at Ies:s than 32 20 11
weeks of gestation

National Data Source: National Vital Statistics Sys-
tem-Natality (NVSS-N), CDC, NCHS.

Local Data:

16-11a: In San Diego County, according to Maternal,
Child, and Family Health Services Birth Statistical
Master Files, 9.9% of live births were preterm in 2009.

16-11b: In San Diego County, according to Mater-
nal, Child, and Family Health Services Birth Statisti-
cal Master Files, 8.4% of live births were born or
delivered at 32 to 36 weeks of gestation in 2009.

16-11c: In San Diego County, according to Maternal,
Child, and Family Health Services Birth Statistical
Master Files, 1.5% of live births were born or
delivered at less than 32 weeks of gestation in 2009.

Local Data Source: CA, DHS, Center for Health Sta-
tistics, Birth Statistical Master Files, County of San
Diego, Health & Human Services Agency Maternal,
Child and Family Health Services. Prepared by Coun-
ty of San Diego, Health & Human Services Agency,
Community Health Statistics, 2011.

16-12. (Not Developed) Increase the
proportion of mothers who achieve a
recommended weight gain during their
pregnancies.

Potential National Data Source: 2003 revision of
the U.S. Standard Certificate of Live Birth from the
National Vital Statistics System - Natality (NVSS-N),
CDC, NCHS.

Local Data: No local data available.

16-13. Increase the percentage of healthy
full-term infants who are put down to sleep
on their backs.

Target: 70 percent.

National Baseline: 36 percent of healthy full-term
infants were put down to sleep on their backs in
1996.

National Data Source: National Infant Sleep Posi-
tion Study, NIH, NICHD.

Local Data: No local data available.
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Developmental disabilities are a diverse group of
(usually severe) chronic conditions that are due to
mental and/or physical impairments. Developmen-
tal disabilities begin anytime between birth and up
to a person’s early twenties, and are usually life-
long. Birth defects are abnormalities of structure,
function or metabolism that are present at birth."

Some developmental disabilities and birth defects
can be minimized or eliminated. Neural tube
defects can be prevented through proper maternal
nutrition, and disabilities related to preterm birth or
low birthweight can also be prevented by address-
ing maternal health and prenatal care. Other
defects such as heart problems can be reduced or
eliminated with access to quality medical services.'

Developmental Disabilities
and Neural Tube Defects

HP 2010 Objectives

16-14. Reduce the occurrence of develop-
mental disabilities.

Target and National Baseline:

1991-94| 2010
... |Reduction in Developmen- | Baseline | Target
Objective tal Disabilities in Children
Rate per 10,000
16-14a. |Mental retardation 124.9* 118.7
16-14b. |Cerebral palsy 31.8" 30.2
Median age in
months
Reduce the age at earliest 69
16-14c. |identification of Autism t 66
. (1996)
Spectrum Disorder

*Children aged 8 years in metropolitan Atlanta, GA, having an
1Q of 70 or less.

tChildren aged 8 years in metropolitan Atlanta, GA.
*Children in metropolitan Atlanta, GA.

National Data Source: Metropolitan Atlanta Devel-
opmental Disabilities Surveillance Program
(MADDSP), CDC, NCBDDD.

Local Data: No local data available.
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16-15. Reduce the occurrence of spina

bifida and other neural tube defects (NTDs).

Target: 3 new cases per 10,000 live births.

National Baseline: 6 new cases of spina bifida or
another NTD per 10,000 live births
occurred in 1996.

National Data Source: National Birth Defects Pre-
vention Network (NBDPN), CDC, NCBDDD.

Local Data: No local data available.

16-16. Increase the proportion of pregnan-
cies begun with an optimum folic acid level.

Target and National Baseline:

1991-94 ( 2010

Increase in Pregnancies Baseline | Target

Objective |Begun With Optimum Folic
ACId Level Percent

Consumption of at least
400 pg of folic acid each
day from fortified foods or

16-16a. ) 21 80

dietary supplements by

nonpregnant women aged

15 to 44 years

Number

Median red blood cell RBC

folate level among non- 158 220
16-16b.

pregnant women aged 15 | ng/ml ng/ml

to 44 years

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.
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Substance Exposure

Alcohol, tobacco products and illicit drug use during
pregnancy are major risk factors for many poor
infant outcomes. The combined health care
expenses from these risks are in the billions of dollars
annually.

Alcohol use plays a role in fetal death, low birth
weight and growth abnormalities, mental retarda-
tion and fetal alcohol syndrome. Alcohol use during
pregnancy has risen since the 1990s and is a major
public health concern. Secondhand smoke expo-
sure of the fetus from maternal smoking is linked to
low birthweight, preterm birth, SIDS and respiratory
issues of neonates.’

W]EC ives

16-17. Increase abstinence from alcohol,
cigarettes, and illicit drugs among pregnant
women.

Target and National Baseline:

increase in Reported Absti-| Baseline | 2010
.. |nence in Past Month From | (year) | Target
Objective Substances by Pregnant
Women* Percent
90
16-17a. |Alcohol
6-17a coho (2002-03) 95
16-17b. [Binge drinkin % 100
' 8 & (2002-03)
16-17c. [Cigarette smoking' 87(1998)| 99
16-17d Illicit drugs 96 100
' & (2002-03)

*Pregnant women aged 15 to 44 years.
TSmoking during pregnancy for all women giving birth in 1998
in 46 States, the District of Columbia, and New York City.

National Data Sources: National Survey on Drug
Use and Health (NSDUH), SAMSHA; National Vital
Statistics System - Natality (NVSS_N), CDC, NCHS.

Local Data: No local data available.

16-18. Reduce the occurrence of fetal
alcohol syndrome (FAS).

Target: 0.1 cases per 1,000 live births.

National Baseline: 0.4 cases of fetal alcohol syn-
drome per 1,000 live births were reported during
1995-97 in selected states.

National Data Source: Fetal Alcohol Syndrome Sur-
veillance Network (FASSNet), CDC, NCBDDD.

Local Data: No local data available.
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Breastfeeding contributes to good infant health by
offering complete nutrition and substantial immune
system protection. Breastfeeding rates have
increased, although the prevalence of breastfeeding
after 5-6 months has dropped significantly. African
American women and Hispanic women have lower
rates of breastfeeding than white women.*

Early screening can be critical to overcoming
problems that can lead to early death or severe long
-term health problems in children. For example, half
of the cases of spina bifida, a neural tube defect,
could be prevented by prenatal supplement of folic
acid. Approximately 12% of children under 18 years
have some sort of disability, the most common
being asthma and mental retardation. *

Breastfeeding, Newborn
Screening, and Service Systems

HP 2010 Objectives

16-19. Increase the proportion of mothers
who breastfeed their babies.

Target and National Baseline:

. 2000 2010

Shase Increase /Z Mothers Who Baseline | Target

Breastfee Percent
16-19a. |[Ever 71 75
16-19b. |At 6 months 34 50
16-19c. |At 1year 16 25
16-19d. Exclusively through 3 30 (2003) 40

months
16-19. Exclusively through 6 10 (2003) 17

months

All States have multiple screening programs for
newborns, including phenylketonuria (PKU), and
hypothyroidism. Most also screen for sickle cell
disease. These conditions can be treated post-
delivery. Special nutrition can prevent mental
retardation in children born with PKU, and thyroid
supplements can prevent mental retardation in
children with hypothyroidism. These and other
counseling, prenatal care, and early childhood
health programs can greatly improve the likelihood
of a good pregnancy outcome and better child
health.!

National Data Source: National Immunization
Survey (NIS), CDC, NCIRD and NCHS.

Local Data: No local data available.

16-20. Ensure appropriate newborn
bloodspot screening and follow up testing.

16-20a. (Not Developed) Ensure that all newborns
are screened at birth for conditions mandated by
their State-sponsored newborn screening pro-
grams by matching the number screened by the
State to birth certificate information.

16-20b. (Not Developed) Ensure that follow up
testing for screened positives is performed within
an appropriate time period by monitoring the
period from time of birth to initial diagnosis.
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16-20c. This objective was deleted by the
Federal government at midcourse review.

16-21. Reduce hospitalization for sickle cell
disease among children aged 9 years and
under.

Target: 182.2 per 100,000.

National Baseline: 227.8 per 100,000 was the rate
of hospital discharges for sickle cell disease among
Black or African American children aged 9 years and
under during 1995-99.

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: In San Diego County, Black or African
American children ages 0 through 9 years were hos-
pitalized with any diagnosis of sickle cell disease at a
rate of 80.3 per 100,000 population in 2009.

Local Data Sources: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human Ser-
vices Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.

16-22. Increase the proportion of children
with special health care needs who have
access to a medical home.

Target: 100 percent.

National Baseline: 53 percent of children under 18
years of age with special health care needs were
receiving care in medical homes in 2001.

National Data Source: National Survey of Children
with Special Health Care Needs (NSHCN), CDC,
NCHS.

Local Data: No local data available.

16-23. Increase the proportion of children
with special health care needs who receive
their care in family-centered, comprehen-
sive and coordinated systems.

Target: 100 percent.

National Baseline: 35 percent of children under 18
years of age with special health care needs received
their care in family-centered, comprehensive, and
coordinated systems in 2001.

National Data Source: National Survey of Children
with Special Health Care Needs (NSHCN), CDC,
NCHS.

Local Data: No local data available.
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SAN DIEGO COUNTY

Chapter 17

Healthy People 2010 Goal: Ensure the safe and effective use of medical

products.

Medical products such as medications, biological
products and devices are critical to many individu-
als’ health. However, many of these products also
have some risks to their use. The decision to use a
medication, for example, balances its benefit in
curing or managing a disease with any risk of short
or long term use. For instance, blood products are
widely used everywhere in the world, but must be
closely monitored to avoid contamination of blood
supplies with pathogens or other agents that can
cause harm.!

In order to be approved, manufacturers must
conduct extensive safety and efficacy studies, and
submit data to the Food and Drug Administration
(FDA) for approval. After approval of a new device
or medication, it’s long-term safety continues to be
monitored by the FDA, which requires that medica-
tion errors, problems and serious adverse events be
reported to the Medical Products Reporting and
Safety Information Program. Effective management
of medical product risk involves oversight of several
types of errors: product defects, side effects, errors
and other unknown issues.

Key to monitoring risk is the availability of infor-
mation for physicians, patients, and other people
involved in the health care system. Information
technology that is used to monitor the use, bene-
fits, and

adverse outcomes are critical, as is the availability
of information that is accurate, clear, and in a form
that can be understood by patients. Determining
acceptable levels of risk is necessary from a larger
perspective, and should include community and
social values in addition to the technical expertise of
professionals.’

Certain patients are more vulnerable to adverse
health outcomes. The elderly are particularly
vulnerable because they often take many medications,
which may interact to cause illness or injury. Individu-
als who are illiterate and unable to read important
information about the medical devices they use are




HP 2010 Objectives

17-1a. Increase the proportion of health
care organizations that are monitoring and
analyzing adverse events associated with
medical therapies within their systems.

Target: 90 percent.

National Baseline: 82 percent of general and chil-
dren’s medical surgical hospitals tracked and trend-
ed adverse drug reactions in 1998.

National Data Source: National Survey of Pharmacy
Practice in Acute Care Settings, American Society of
Health Systems Pharmacists.

Local Data: No local data available.

17-1b. Objective deleted at midcourse
review by the Federal government.

17-2. Increase the proportion of health care
providers and organizations that are using
information technology.

Target and National Baseline:

Increase the percent of Baseline 2010

Objective |specified providers using (vear) Target
the specified technology Percent
Electronic medical records
Health care providers in

17-2a. |health care organizations | 12 (2000) 18
using
Pharmacists in managed

17-2b. |care and integrated 31 (1999) 46
health systems
Computerized prescriber order entry

17-2¢. Gene'ral and children’s 4 (2001) 6
hospitals

17-2d.  |Urban acute care facilities | 5 (2003) 7

National Data Sources: Annual Health Care Infor-
mation and Management Systems Society (HIMSS)
Leadership Survey; Healthcare Information and
Management Society. National Survey of Ambula-
tory Care Responsibilities of Pharma-

cists in Managed Care and Integrated

Health Systems, American Society of Health Sys-
tems Pharmacists (ASHP). National Survey of Phar-
macy Practice in Hospital Settings, American Society
of Health Systems Pharmacists (ASHP). The Leap-
frog Group Hospital Patient Safety Survey.

Local Data: No local data available.

17-3. Objective deleted at midcourse review
by the Federal government.

17-4. Increase the proportion of patients
receiving information that meets guidelines
for usefulness when their new prescriptions
are dispensed.

Target: 95 percent.

National Baseline: 52 percent of total possible
points were “quality” points given to information
sheets accompanying dispensed prescription drugs
as evaluated in 2001.

National Data Source: Evaluation of written pre-
scription information provided in community phar-
macies, Food and Drug Administration (FDA).

Local Data: No local data available.
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17-5. Increase the proportion of patients
who receive verbal counseling from
prescribers and pharmacists on the
appropriate use and potential risks of med-
ications.

Target and National Baseline:

Increase percent of per-
1998 2010

sons aged 18 years and Baseli - ;
Objective [older who received a new asefine arge

prescription and receiving

oral counseling from: e
17-5a.  |Prescribers 24 95
17-5b.  |Pharmacists 14 95

National Data Source: National Survey of Prescription
Medicine Information Received by Consumers (FDA).

Local Data: No local data available.

17-6. Increase the proportion of persons
who donate blood, and in so doing ensure
an adequate supply of safe blood.

Target: 8 percent (age-adjusted).

National Baseline: 6 percent of the total population
donated blood in 1998 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

RE! erences

1 U.S. Department of Health and Human Services. “Medical
Product Safety” in Healthy People 2010. 2nd ed. With Under-
standing and Improving Health and Objectives for Improving
Health. 2 vols. (Washington, DC: U.S. Government Printing
Office. November 2000), http:/www.healthypeople.gov/2010/
Document/pdf/Volume2/17Medical.pdf, (Accessed August 21,
2012).
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Chapter 18

Disorders

Healthy People 2010 Goal: Improve mental health and ensure access to
appropriate, quality mental health services.

Mental health refers to the ability to successfully
perform mental functions, which include adapting
to change and coping with adversity throughout
life. Mental health is vital to self-esteem, well-
being, and in having successful relationships with
individuals, family and the community."

Mental disorders are characterized by changes to
thinking, moods, and behaviors that cause distress
or inability to function normally; some of the more
common disorders are depression, schizophrenia,
anxiety, psychosis, and dementia.

Mental illness is often under recognized despite
being widespread. The prevalence of all mental
disorders is similar to that of heart disease and
cancer.” Mental illness occurs at all ages, and affects
individuals without regard to gender, or race/
ethnicity. It is also often associated with substance
abuse.

Up to 20% of children aged 9 through 17 years have
a diagnosable mental illness in a given year.> When
left untreated, mental illness in children and adoles-
cents may lead to failure in school, drug and alcohol
use, violence, and suicide. Among older adults aged
65 years and older, up to 25% suffer from depres-
sion, anxiety, dementia and substance abuse.
Alzheimer’s affects up to 15% of adults over 60 years,
and the prevalence increases with every 5 years of

age’?

Overall, there is little disparity in mental iliness.
However, particular disorders do show some differ-
ences by gender, age, and race/ethnicity. Racial/
ethnic disparities are problematic because mental
illness is often viewed very differently by various
cultural groups in the population.

Disparities in Mental Iliness*

o The rate of major depression is twice as
high among women as men. Women of low
SES, low education, unemployment and on
public assistance experience more depression
than women in the general population.

e Anxiety, panic and phobias are 2-3 times
more common in women than men.

¢ Individuals who have been sexually and/or
physically abused are more likely to attempt
suicide, regardless of gender.

e Women attempt suicide more often than
men, but men are more likely to complete sui-
cide. This disparity increases with age. At least
90% of successful suicides have a history of a
mental or substance abuse problem.

e Schizophrenia is more common in young
men than in the general population

e Eating disorders are more common

among women.

e One out of four homeless persons is
mentally ill.




Suicide is a leading cause of death in the United
States, but highly preventable. While most people
with mental disorders do not commit suicide, at
least 90% of people who commit suicide have a
mental disorder.! Thus, prevention should focus on
the risk factors for suicide, which include prior
suicide attempt, stressful life events, and access to
lethal methods.

Both wide-spread and targeted prevention efforts
may help large segments of the population suffering
from mental disorders. Strategies to manage stress
and to acquire good coping skills can help individu-
als with a broad spectrum of ilinesses. In addition,
recognizing mental illness as a disease that can be
managed or cured can help remove the stigma of
mental illness and improve the chances that individ-
uals will seek and receive appropriate medical and
social assistance.

Improvement

HP 2010 Objectives

18-1. Reduce the suicide rate.

Target: 4.9 suicides per 100,000 population (age-
adjusted).

National Baseline: 10.5 suicides per 100,000 popu-
lation occurred in 1999 (age adjusted to the year
2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: In San Diego County, the age-adjusted
suicide death rate was 11.2 per 100,000 residents in
20009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2010.

Detailed Local Data: The County age-adjusted sui-
cide rate has remained relatively stable since 2007.

In 2009, the San Diego County suicide rate was slight-
ly below the age-adjusted rates for the U.S. but
above the age-adjusted rate for California (Figure 1).
Regional level data is available by gender, race/
ethnicity and age (Figure 2).




Figure 1. Suicide Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/8/2012: http://wonder.cdc.gov/cmf-icd10.html.

Figure 2. Suicide’ Among San Diego Residents by Region of Residence, 2009

North North North
Coastal Central Central South East Inland County

No. |Rate*| No. |Rate*| No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*| No. |Rate*

County age-
adjusted rate*

Total** | 56 | 104 | 76 | 12.2 | 64 | 125 | 37 | 8.0 | 70 | 149 | 62 | 10.7 | 365 | 11.5 11.2
Gender
Male 43 | 155 | 56 | 181 | 50 | 19.2 | 29 | 12.7 | 41 | 178 | 49 | 17.3 | 268 | 16.9 17.0
Female 13 | 5.0 | 20| 6.4 | 14 | 55 8 34 | 29 | 12.0| 13 | 4.4 97 | 6.1 5.8
Race/
Ethnicity
White 48 | 152 |58 |15.0| 48 | 35.0| 17 | 15.0| 53 | 17.7 | 57 | 17.1 | 281 | 17.7 15.6
Black <5 § <5 § <5 § <5 § <5 § <5 § 11 6.6 6.4
Hispanic 5 33 | 8 | 99 7 32 | 11 | 4.4 9 8.8 | <5 § 42 | 4.4 4.9
APIE <5 § 8 | 7.5 6 8.4 6 9.7 | <5 § <5 § 27 | 8.0 7.6
Othert <5 § <5 § <5 § <5 § <5 § <5 § <5 § §

Age Group

0-14 <5 § <5 8 <5 § <5 § <5 § <5 8 <5 §

15-24 8 86 | 6 | 6.7 5 6.1 5 6.6 9 | 128 | <5 § 36 7.2

25-64 39 (14355156 | 50 | 18.0| 23 | 10.0 | 51 | 20.4 | 45 | 151 | 263 | 15.6

65+ 8 (131141173 9 |198 | 9 |186| 10 |173 | 13 | 174 | 63 |17.1

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population

** Numbers may not add up to totals due to unknown or missing details.

T Suicide refers to (underlying cause of death) ICD-10 codes U03, X60-X84, Y87.0.

1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,
HHSA, Community Health Statistics, 12/12/2011.




18-2. Reduce the rate of suicide attempts by
adolescents.

Target: 12-month average of 1.0 percent.

National Baseline: 12-month average of 2.6 percent
of adolescents in grades 9 through 12 attempted
suicide in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: According to the 2009 Youth Risk
Behavior Survey, 1.6% of City of San Diego high
school students reported one or more actual suicide
attempts that resulted in an injury, poisoning, or an
overdose that had to be treated by a doctor or
nurse during the past 12 months.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
App/Default.aspx (accessed 8/2012).

18-3. Increase the proportion of homeless
adults with mental health problems who
receive mental health services.

Target: 30 percent.

National Baseline: 27 percent of homeless adults
aged 18 years and older had SMI in 2000.

National Data Source: Projects for Assistance in
Transition from Homelessness (PATH) Annual Appli-
cation, SAMHSA, CMHS.

Local Data: No local data available.

18-4. Increase the proportion of persons
with serious mental illness (SMI) who are
employed.

Target: 54 percent.

National Baseline: 52 percent of persons aged 18
years and older with SMI were
employed in 2002.

National Data Source: National Comorbidity Survey-
Replication (NCS-R), NIH, NIMH.

Local Data: No local data available.

18-5. Reduce the proportion of adolescents
who engage in disordered eating behaviors
in an attempt to control their weight.

Target: 16 percent.

National Baseline: 19 percent of adolescents in
grades 9 through 12 had 1 or more disordered
eating behaviors in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: No local data available.




tment Expansion

Treatment expansion refers to increasing the
number of people who receive screening and
assessment for mental disorders as part of their
regular primary health care. Treatment can
alleviate mental illnesses such as depression, schiz-
ophrenia, and anxiety disorders. Since general
medical care is often the initial point of contact for
adults with mental disorders, primary care
providers may be their only source of mental health
services.'

Increasing the proportion of children receiving such
care for mental disorders is extremely important so
that their illness does not develop into a lifelong
problem. Expanding services for children requires
collaboration through families, social services,
healthcare, mental health services, and schools.
Also, because mental disorders in children and ado-
lescents are often associated with criminal activity
and substance abuse, the juvenile justice system is a
critical gateway to mental health services for many
young people.

HP 2010 UBJ'ectl'ves

18-6. Increase the proportions of primary
care facilities that provide mental health
treatment on site or paid by referral.

Target: 68 percent.

National Baseline: 62 percent of primary care facili-
ties provided mental health treatment on site or
paid by referral in 2000.

National Data Source: Uniform Data System (UDS),
HRSA.

Local Data: No local data available.

18-7. Increase the proportion of children
with mental health problems who receive
treatment.

Target: 67 percent.

National Baseline: 60 percent of persons aged 4 to
17 years with mental health problems received one
or more forms of treatment in 2001.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because San Diego County data reflect
persons aged 12 to 17 years who received counsel-
ing and talked about talked about their emotions
during their last physical exam. Healthy People da-
ta reflect persons aged 4 to 17 years with mental
health problems who received one or more forms
of treatment.




In San Diego County, according to the 2007 Califor-
nia Health Interview Survey, 18.5% of persons aged
12 to 17 years received counseling and talked about
their emotions during their last physical exam.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2007 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

18-8. Increase the proportion of juvenile
residential facilities that screen admissions
for mental health problems.

Target: 55 percent.

National Baseline: 50 percent of facilities reporting
in the JRFC were facilities for which all young per-
sons were evaluated or appraised by a mental
health professional at a location inside the facility in
2001.

National Data Source: Juveniles in Residential Facili-
ties Census (JRFC), National Center for Juvenile Jus-
tice.

Local Data: No local data available.

18-9. Increase the proportion of adults with
mental disorders who receive treatment.

Target and National Baseline:

National Data Sources: Epidemiologic Catchment
Area (ECA) Program, NIH, NIMH; National Comor-
bidity Survey-Replication (NCS-R), NIH, NIMH.

Local Data: No local data available.

18-10. Increase the proportion of persons
with co-occurring substance abuse and
mental disorders who receive treatment for
both disorders.

Target: 57 percent.

National Baseline: 51 percent of persons aged 18
years and older with co-occurring disorders re-
ceived treatment for them in 2002.

National Data Source: National Co-morbidity Survey
-Replication (NCS-R), NIH, NIMH.

Local Data: No local data available.

Increase in Adults With Baseline 7_2010t
ObjectivelMental Disorders Receiving (vear) oliee
Treatment Percent
Adults aged 18 and older 62
18-9a. 68
@ with serious mental illness | (2002)
Adults aged 18 years and 53
18-9b. |[older with recognized 64
. (2002)
depression
Adults aged 18 years and 60
18-9c. 7
8-9c older with schizophrenia (1984) >
Adults aged 18 years and 60
18-9d. |[older with generalized 79
. . (2002)
anxiety disorder

18-11. Increase the proportion of counties
served by community-based jail diversion
programs and/or mental health courts for
adults with mental health problems.

Target: 7.6 percent.

National Baseline: 6.9 percent of counties in the
United States had a community-based diversion
program for adults with mental health problems in
2004.

National Data Source: Mental Health Court Survey,
SAMHSA, CMHS.

Local Data: No local data available.




tate Activities

State goals should include improving mental health
services that are culturally appropriate within the
population they serve and measure the satisfaction
of those who receive mental health services. Addi-
tionally, the aging United States population will
require expanded mental health screening and
treatment services for the elderly.’

l

1
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18-12. Increase the number of States and
the District of Columbia that track consum-
ers’ satisfaction with the mental health ser-
vices they receive.

Target: 51 States and the District of Columbia.

National Baseline: 34 States tracked consumers’
satisfaction with the mental health
services they received in 2002.

National Data Source: Uniform Reporting System
(URS), SAMHSA.

Local Data: No local data available.

HP 2010 UBJ'ecu'ves

18-13. (Not Developed) Increase the num-
ber of States, Territories, and the District of
Columbia with an operational mental health
plan that addresses cultural competence.

Potential National Data Source: State Mental
Health Agency Profiling System, National Associa-
tion of State Mental Health Program Directors,
National Research Institute.

Local Data: No local data available.

18-14. Increase the number of States,
Territories, and the District of Columbia
with an operational mental health plan
that addresses specialized mental health
services for elderly persons.

Target: 51 States and the District of Columbia.

National Baseline: 18 States had an operational
mental health plan that addressed mental health
crisis interventions, ongoing screening, and treat-
ment services for elderly persons in 2001.

National Data Source: State Mental Health Agency
Profiling System, National Association of State Men-

tal Health Program Directors, National Research
Institute.

Local Data: No local data available.




1 U.S. Department of Health and Human Services. “Mental
Health and Mental Disorders”, in Healthy People 2010: Under-
standing and Improving Health. 2nd ed. Washington, DC: U.S.
Government Printing Office, November 2000. http://
www.healthypeople.gov/2010/document/pdf/
Volume2/18Mental.pdf, (Accessed August 21, 2012)

2 Murray, C.J.L., and Lopez, A.D. The Global Burden of Dis-
ease. Cambridge, MA: Harvard University Press, 1996.

3 Shaffer, D.; Fisher, P.; Dulcan, M.K.; et al. The NIMH Diag-
nostic Interview Schedule for Children, version 2.3 (DSIC 2.3):
Description, acceptability, prevalence rates and performance
in the Methods for the Epidemiology of Child and Adolescent
Mental Disorders Study. Journal of the American Academy of
Child and Adolescent Psychiatry 35:865-877, 1996.

4 Tessler, R., and Dennis, D. A Synthesis of NIMH-Funded Re-
search Concerning Persons Who Are Homeless and Mentally Il.
DHHS Pub. No. 94-303014. Rockville, MD: NIMH, 1989.




Nutrition & Overweight
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Chapter 19

Healthy People 2010 Goal: Promote health and reduce chronic disease
associated with poor diet and excessive weight.

Good nutrition is critical for the proper growth,
development, and health for all individuals.
Patterns of good nutrition should begin before
birth, and last from infancy through lifetime. Poor
diet and lack of nutrition has been shown to con-
tribute to major chronic diseases including coro-
nary heart disease, stroke, Type 2 diabetes and
some cancers.'

There are many dietary components that contribute
to a healthy diet. The 2000 Dietary Guidelines for
Americans recommends using the Food Pyramid as
a guide in making proper food choices.” Nutrient-
rich foods such as whole grains, fruits and vegeta-
bles are important to a good diet. Choosing foods
that are low in saturated fat and cholesterol, as well
as low in sugar and salt is important. It is also criti-
cal to avoid consuming more calories than are used
for metabolism and physical activity. Over con-
sumption of calories, especially in the form of fats
and sugars, are major components in the develop-
ment of overweight and obesity.

Nationwide, there has been a dramatic increase in
the number of individuals who are overweight or
obese. When assessed using the body mass index
(BMI), over 50% of U.S. adults are overweight or
obese, having a BMI above 25.% These individuals
are at increased risk for high blood pressure, heart
disease, stroke, Type 2 diabetes, as well as
osteoarthritis, sleep apnea, respiratory

problems and some cancers. "

Improved nutrition, avoidance of excess consump-
tion and regular physical activity are all keys to main-
taining adequate nutrition and a healthy weight.
Establishing a healthy lifestyle through healthful
nutrition and physical activity should be learned and
begin in childhood. Research has shown that the
impact of nutrition education may be most effective
when targeted at school-aged children.

Essential Nutrition Topics for Children

o Food Guide Pyramid

« Benefits of healthful eating

« Making healthy food choices

o Preparing healthy food

« Using food labels

« Eating a variety of foods

« Balancing food intake and physical activity
« Accepting body size differences

Disparities exist in individuals by race/ethnicity,
gender, age, and income. Obesity is more common
among Hispanic, African American, Native Ameri-
can, and Pacific Islanders than among whites. This
racial/ethnic disparity is particularly pronounced
among women.! Individuals who are poor or
isolated may suffer from undernutrition due

to limited access to safe, nutritious foods. *

19-1



1t Status & Growth

Maintaining a healthy weight is important at all ag-
es. Having a body mass index (BMI) that is too high
or two low can contribute to significant health prob-
lems.

Overweight and obesity are a growing problem in
the United States. People who are overweight and
obese have a higher burden of illness and a lower
life expectancy than people who are at a healthy
weight. The potential benefits in reducing the num-
ber of overweight and obese individuals is of great
public health importance.

Individuals who are too thin, with a BMI lower than
18.5, are also at risk of health problems such as os-
teoporosis. Women who are too thin are also at
risk of infertility and menstrual problems.*

In addition to establishing long-term unhealthy
lifestyle habits, children with a poor diet and
inadequate nutrition are at risk of growth retarda-
tion. Growth retardation is an indicator of poor
health and development, particularly among
children under the age of 5 years. While some
children are below the fifth percentile in height
simply due to genetics, for others it is indicative of
health problems.*

HP 2010 “B_]ECUVES

19-1. Increase the proportion of adults who
are at a healthy weight.

Target: 60 percent (age-adjusted).

National Baseline: 42 percent of adults aged 20
years and older were at a healthy weight (defined
as a body mass index [BMI] equal to or greater than
18.5 and less than 25) in 1988-94 (age adjusted to
the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 41.6% of adults aged
20 years and older had a normal body mass index
(BMI 18.5-24.99) based on their height and weight.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

19-2. Reduce the proportion of adults who
are obese.

Target: 15 percent (age-adjusted).

National Baseline: 23 percent of adults aged 20 years
and older were identified as obese (defined as a BMI of
30 or more) in 1988-94 (age adjusted to the

year 2000 standard population).

National Data Source: National Health &
Nutrition Examination Survey (NHANES),
CDC,NCHS.




Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 22.1% of adults aged
20 years and older had a high body mass index (BMI
30.0 or higher) based on their height and weight.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

19-3. Reduce the proportion of children and
adolescents who are overweight or obese.

Target and National Baseline:

Reduction in Overweight or 1988-941 2010
Objective [Obese Children and Adoles- | Baseline | Target

cents* P

ercent

19-3a. |Children aged 6 to 11 years 11 5

Adolescents aged 12 to 19
19-3b. Vears 11 5
19-3c.  [Children and adolescents

* laged 6 to 19 years 11 5

*Defined as at or above the gender- and age-specific 95th per-
centile of BMI based on the revised CDC Growth Charts for the
United States.

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

19-3a: In San Diego County, according to the 2009
California Health Interview Survey, 11.5% of chil-
dren aged 6 through 11 years, were obese or over-
weight based on their age and weight

(not controlled for height).

19-3b: In San Diego County, according to the 2009
California Health Interview Survey, 17.1% of youth
aged 12 through 19 years, were obese or over-
weight based on their age and weight (not con-
trolled for height).

19-3c: No local data available.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

19-4. Reduce growth retardation among
low-income children under age 5 years.

Target: 4 percent.

National Baseline: 6 percent of low-income children
under age 5 years were growth retarded in 1997.

National Data Source: Pediatric Nutrition Surveil-
lance System (PedNSS), CDC, NCCDPHP.

Local Data: No local data available.




Adequate consumption of nutrient and vitamin-
dense foods are important for health and well-
being. Dietary guidelines for U.S. residents recom-
mend that individuals consume 3-5 servings a day of
vegetables and fruits, and plenty of whole grain and
fibrous foods. Dark leafy green vegetables and or-
ange vegetables and fruits, along with peas and
beans are particularly nutritious.* Further, there is
evidence that diets containing certain polyunsatu-
rated fats, such as fish, lower the risks of coronary
heart disease.’

Decreased consumption of certain foods is equally
important for good health. Substituting low fat and
lean foods for saturated fats and sugary foods
improves nutrition and fitness. Dietary guidelines
recommend that fried foods should be restricted, as
well as the consumption of red meat and salt to
reduce heart disease and related problems. The
guidelines also recommend adequate calcium
intake to help prevent osteoporosis.”

od & Nutrient
Consumption

HP 2010 OBJectlves

19-5. Increase the proportion of persons
aged 2 years and older who consume at
least two daily servings of fruit.

Target: 75 percent (age-adjusted).

National Baseline: 28 percent of persons aged 2
years and older consumed at least two daily serv-
ings of fruit in 1994-96 (age adjusted to the year
2000 standard population).

National Data Source: Continuing Survey of Food In-
takes by Individuals (CSFIl) (2-day average), USDA. ARS.

Local Data: In San Diego County, according to the
2009 California Health Interview Survey, 59.7% of
persons aged 2 through 17 years consumed 2 or
more servings of fruit on the previous day.

Local Data Source: Source: UCLA Center for Health Poli-
cy Research, “2009 California Health Interview Survey,”
http://www.chis.ucla.edu/ (accessed 8/2012).

19-6. Increase the proportion of persons
aged 2 years and older who consume at
least three daily servings of vegetables,
with at least one-third of them being dark
green or orange vegetables.

Target: 50 percent (age-adjusted).

National Baseline: 3 percent of persons aged 2
years and older consumed at least three daily serv-
ings of vegetables, with at least one-third of these
servings being dark green or orange vegetables in
1994-96 (age adjusted to the year 2000

standard population).




National Data Source: Continuing Survey of Food In-
takes by Individuals (CSFIl) (2-day average), USDA, ARS.

Local Data: No local data available.

19-7. Increase the proportion of persons
aged 2 years and older who consume at
least six daily servings of grain products,
with at least three being whole grains.

Target: 50 percent (age-adjusted).

National Baseline: 7 percent of persons aged 2
years and older consumed at least six daily servings
of grain products, with at least three being whole
grains in 1994-96 (age adjusted to the year 2000
standard population).

National Data Source: Continuing Survey of Food In-
takes by Individuals (CSFIl) (2-day average), USDA, ARS.

Local Data: No local data available.

19-8. Increase the proportion of persons
aged 2 years and older who consume less
than 10 percent of calories from saturated
fat.

Target: 75 percent (age-adjusted).

National Baseline: 33 percent of persons aged 2
years and older consumed less than 10 percent of
daily calories from saturated fat in 1994-96 (age
adjusted to the year 2000 standard population).

National Data Source: Continuing Survey of Food In-

takes by Individuals (CSFIl) (2-day average), USDA, ARS.

Local Data: No local data available.

19-9. Increase the proportion of persons aged
2 years and older who consume no more than
30 percent of calories from total fat.

Target: 75 percent (age-adjusted).

National Baseline: 36 percent of persons aged 2 years
and older consumed no more than 30 percent of daily

calories from total fat in 1994-96 (age adjusted to the

year 2000 standard population).

National Data Source: Continuing Survey of Food
Intakes by Individuals (CSFIl) (2-day average), USDA,
ARS.

Local Data: No local data available.

19-10. Increase the proportion of persons
aged 2 years and older who consume 2,400
mg or less of sodium daily.

Target: 65 percent (age-adjusted).

National Baseline: 21 percent of persons aged 2
years and older consumed 2,400 mg or less of sodi-
um daily (from foods, dietary supplements, tap wa-
ter, and salt use at the table) in 1988-94 (age ad-
justed to the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

19-11. Increase the proportion of persons
aged 2 years and older who meet dietary
recommendations for calcium.

Target: 74 percent (age-adjusted).

National Baseline: 45 percent of persons aged 2
years and older were at or above

approximated mean calcium requirements (based
on consideration of calcium from foods, dietary sup-
plements, and antacids) in 1988—94 (age adjusted
to the year 2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.
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When the body does not receive enough iron,
several organs systems may not function properly.
One consequence of iron deficiency is anemia,
which occurs when the body lacks enough red
blood cells. The most common symptom of anemia
is extreme fatigue.

Women, more often than men, have iron deficien-
cies because of iron loss during menstruation. In
pregnant women, iron deficiency is associated with
preterm birth, low birth weight, and delays in devel-
opment among infants and children.® National da-
ta show that the majority of women aged 12-49
years do not receive adequate iron in their diet.!
Young children are also at risk of iron deficiency due
to a poor diet.

HP 2010 UB_]IECUVES

19-12. Reduce iron deficiency among young
children and females of childbearing age.

Target and National Baseline:

1988-94 | 2010
Objective |Reduction in Iron Deficiency*| Baseline | Target
Percent
19-12a. |[Children aged 1 to 2 years 9 5
19-12b. |Children aged 3 to 4 years 4
. Nonpregnant females aged
19-12c. 12 to 49 years 11 /

*Iron deficiency is defined as having abnormal results for two
or more of the following tests: serum ferritin concentration,
erythrocyte protoporphyrin, or transferrin saturation.

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.
Local Data: No local data available.

19-13. Reduce anemia among low-income
pregnant females in their third trimester.

Target: 20 percent.

National Baseline: 29 percent of low-income preg-
nant females in their third trimester were anemic
(defined as hemoglobin <11.0 g/dL) in 1996.

National Data Source: Pregnancy Nutrition Surveil-
lance System (PNSS), CDC, NCCDPHP.

Local Data: No local data available.

19-14. (Not Developed) Reduce iron
deficiency among pregnant females.

Potential Data Source: National Health and
Nutrition Examination Survey (NHANES), CDC, NCHS.
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Health promotion efforts that help people make
good dietary choices and promote physical activity
are key to improving the overall health of all citizens.

Schools are a critical resource that should be used
to promote good nutrition to children. They can do
this by including healthy foods in lunch programs,
providing nutrition education in the classroom, and
offering a variety of physical fitness programs.

bols, Worksite, &
Nutrition Counseling

W]EC ives

19-15. Objective deleted at midcourse review
by the Federal government.

19-16. Increase the proportion of worksites
that offer nutrition or weight management
classes or counseling.

Target: 84 percent.

National Baseline: 54 percent of worksites with 50
or more employees offered nutrition or weight
management classes or counseling at the worksite
or through their health plans in 1998-99.

National Data Source: National Worksite Health Promotion
Survey (NWHPS), Association for
Worksite Health Promotion (AWHP), and OPHS, ODPHP.

Local Data: No local data available.

19-17. Increase the proportion of physician
office visits made by patients with a diagnosis
of cardiovascular disease, diabetes, or hyper-
lipidemia that include counseling or education
related to diet and nutrition.

Target: 75 percent (age-adjusted).

National Baseline: 42 percent of physician office visits
made by patients with a diagnosis of cardiovascular dis-
ease, diabetes, or hyperlipidemia included ordering or
providing counseling or education on diet and nutrition in
1997 (age adjusted to the year 2000 standard population).

National Data Source: National Ambulatory
Medical Care Survey (NAMCS), CDC, NCHS.

Local Data: No local data available.




For good health, individuals need to have access to
enough food, known as food security. These foods
should be healthy and safe for consumption. The

majority of people who suffer from food insecurity
have inadequate household resources, and may in-
clude pregnant women, children, and the elderly.*

HP 2010 “BJ'ectl'Ves

19-18. Increase food security among U.S.
households and in so doing reduce hunger.

Target: 94 percent.

National Baseline: 88 percent of all U.S. households
were food secure in 1995.

National Data Source: Food Security Supplement to the
Current Population Survey (CPS), U.S. Census Bureau.

Local Data: In San Diego County, according to the
2009 California Health Interview Survey, 64.9% of
adults whose income was less than 200% of the
Federal Poverty Level had the consistent ability to
afford enough food (food security).

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

ood Security
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Occupational Safety & Health

SAN DIEGO COUNTY

Chapter 20

Healthy People 2010 Goal: Promote the health and safety of people at
work through prevention and early intervention.

Workplace injuries and illnesses take a significant
toll on the health of workers. In the United States, a
worker is injured every 5 seconds, and disabled eve-
ry 10 seconds.’ There were substantial decreases in
injuries and illnesses during the 1980s and early
1990s. However, each day thousands of workers
suffer from work-related illnesses, injuries and disa-
bilities. *

A work-related injury or illness includes any that is
suffered by a person engaged in work-related
activities whether on or off the worksite. Injuries
and illnesses caused at the worksite alone caused
more than $120 billion in lost wages, productivity,
health care expenses and other costs in 1996."

Public health, workplaces and individuals all have a
role in occupational health. In addition to regulatory
agencies who protect workers, worksites should
invest in training, equipment, and workplace design
that reduce the risk of injury, iliness or death to
their employees.

HP 2010 Objectives

20-1. Reduce deaths from work-related injuries.

Target and National Baseline:

1998 2010
e Reduction in Deaths From| Baseline | Target
4 Work-Related Injuries Deaths per 100,000
Workers Aged 16 Years
and Older
20-1a. [All industry 4.5 3.2
20-1b. [Mining 23.6 16.5
20-1c. Construction 14.5 10.1
20-1d. [Transportation 11.8 8.3
bo-1e. A.grl‘culture, forestry, and 233 16.3
fishing

National Data Source: Census of Fatal Occupational
Injuries (CFOI), DOL, BLS.

Local Data: In San Diego County, the rate of work-
related injury death was 4.3 per 100,000 workers.

Local Data Source: Bureau of Labor Statistics, Fatal
occupational injuries by metropolitan area, 2009,
http://www.bls.gov/iif/oshwc/cfoi/cfoi msa 2009.pdf
(accessed 9/20/2012); U.S. Census, American Commu-
nity Survey Table S2301, (accessed 9/20/2012).

20-1



20-2. Reduce work-related injuries resulting
in medical treatment, lost time from work,
or restricted work activity.

Target and National Baseline:

o 1998 Base- 2010

Reduction in Work-Related line (unless

Injuries Resulting in Medi- | .. d) Target
Objective |cal Treatment, Lost Tlme Injuries per 100

From Work, or Restricted Full-Time Workers

Activity Aged 16 Years and

Older
20-2a.  |All industry 6.2 4.3
20-2b. |Construction 8.7 6.1
. 7.9

20-2c. Health services (1997) 5.5
b0-2d. A“grl.culture, forestry, and 76 53

fishing
20-2e Transportation 7.9 5.5

' P (1997) '

20-2f. Mining 4.7 3.3
20-2g. |Manufacturing 8.5 6.0
20-2h. |Adolescent workers 4.9 3.5

National Data Sources: Survey of Occupational Injuries
and llinesses (SOII), DOL, BLS; National Electronic Injury
Surveillance System (NEISS), CPSC and NIOSH.

Local Data: No local data available.

20-3. Reduce the rate of injury and illness
cases involving days away from work due
to overexertion or repetitive motion.

Target: 338 injuries per 100,000 full-time workers.

National Baseline: 675 injuries per 100,000 full-
time workers due to overexertion or repetitive mo-
tion were reported in 1997.

National Data Source: Survey of Occupational Inju-
ries and llinesses (SOII), DOL, BLS.

Local Data: No local data available.

20-4. Reduce pneumoconiosis deaths.
Target: 1,900 deaths.

National Baseline: 2,928 pneumoconiosis deaths among
persons aged 15 years and older occurred in 1997.

National Data Source: National Surveillance System for
Pneumoconiosis Mortality (NSSPM), CDC, NIOSH.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data are
based on multiple causes of death—underlying and
contributing causes. Current San Diego County data
are based on single underlying cause of death only
and are an underestimate of the overall deaths re-
lated to pneumoconiosis.

In San Diego County, there were 6 pneumoconiosis
deaths (underlying cause only) in 2009.

Local Data Source: Death Statistics Master Files (CA
DPH), County of San Diego, Health & Human Ser-
vices Agency, EISB, 2011.

20-5. Reduce deaths from work-related
homicides.

Target: 0.4 deaths per 100,000 workers.

National Baseline: 0.5 deaths per 100,000 workers aged 16
years and older were work-related homicides in 1998.

National Data Source: Census of Fatal Occupational
Injuries (CFOI), DOL, BLS.

Local Data: In San Diego County, there were too few
work-related homicides in 2009 to calculate a rate.

Local Data Source: County of San Diego Health
and Human Services Agency, Emergency Medical
Services, Medical Examiner Database, 2000-2009
(accessed September 20, 2012).
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20-6. Reduce work-related assaults.
Target: 0.78 assaults per 100 workers.

National Baseline: 1.10 assaults per 100 workers
aged 16 years and older were work-related during
1998.

National Data Source: National Crime Victimization
Survey (NCVS), DOJ, BJS.

Local Data: No local data available.

20-7. Reduce the proportion of adults who
have elevated blood lead concentrations.

Target: 0 persons per 100,000 employed adults.

National Baseline: 12.1 100,000 employed persons
aged 16 to 64 years had blood lead concentrations
of 25 ug/dL or greater in 1998 (25 States).

National Data Source: Adult Blood Lead Epidemiol-
ogy and Surveillance Program (ABLES),
CDC, NIOSH.

Local Data: In San Diego County, the rate of elevat-
ed blood lead levels was 0.8, per 100,000 working
persons aged 16 or older, 1995-1999.

Note: 2009 data not available.

Local Data Source: Blood Lead Levels in California
Workers, 1995-1999, Report of the California Occu-
pational Blood Lead Registry, Occupational Lead
Poisoning Prevention Program, Occupational Health
Branch, CA DHS; SANDAG, Current Population Esti-
mates, 9/27/2006. Prepared by County of San Die-
go, health & Human Services Agency, Community
Health Statistics, 4/20009.

20-8. Reduce occupational skin diseases or
disorders among full-time workers.

Target: 47 new cases per 100,000.

National Baseline: 67 new cases of occupational
skin diseases or disorders per 100,000 full-time
workers aged 16 years and older occurred in 1997.

National Data Source: Survey of Occupational Inju-
ries and llinesses (SOIl), DOL, BLS.

Local Data: No local data available.

20-9. Increase the proportion of worksites
employing 50 or more persons that provide
programs to prevent or reduce employee
stress.

Target: 50 percent.

National Baseline: 37 percent of worksites with 50
or more employees provided worksite stress reduc-
tion programs in 1992.

National Data Source: National Worksite Health
Promotion Survey (NWHPS), Association for
Worksite Health Promotion and OPHS, ODPHP.

Local Data: No local data available.

20-10. Reduce occupational needlestick
injuries among hospital-based health care
workers.

Target: 269,000 annual needlestick exposures.

National Baseline: 384,000 occupational needle-
stick exposures to blood occurred among health
care workers in 1998.

National Data Sources: National Surveillance Sys-
tem for Hospital Health Care Workers (NaSH), CDC,
NCID and Exposure Prevention Information Network
(EpiNet), International Health Care Worker Safety
Center, University of Virginia.

Local Data: No local data available.

20-11. (Not Developed) Reduce new cases
of work-related, noise-induced hearing loss.

Potential Data Source: Survey of Occupational Inju-
ries and llinesses (SOII), DOL, BLS.
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SAN DIEGO COUNTY

Chapter 21

Healthy People 2010 Goal: Prevent and control oral and craniofacial
diseases, conditions, and injuries and improve access to related services.

Oral health is important to the health of all individu-
als. People who have dental disease such as dental
caries (cavities), periodontal or gum disease, and
other oral problems suffer from pain and difficulties
with eating, swallowing, and speaking. They may
also suffer from poor self-esteem related to the
appearance of their teeth, mouth and face.

While good oral hygiene is easy and inexpensive, poor
oral health is very expensive to treat. Some untreated
oral health issues can result in poorer standard of living,
lost productivity, and may even be fatal. Cancers of the
oral cavity and pharynx are examples of some of the
most serious outcomes of poor oral health." However,
annual oral cancer examinations are still uyncommon
among U.S. adults aged 40 years and older.

In children, dental caries are the most common chronic
disease." Most dental caries in permanent teeth are
found in children and adolescents rather than in adults.
Practices that include dental sealants, better tooth
brushing and other good oral hygiene practices, along
with water fluoridation, are needed to decrease tooth
decay in the younger population.

While water fluoridation and the use of fluoride-
containing toothpastes and rinses have dramatically
dropped the overall rate of decay seen in perma-
nent teeth, there are still disparities in oral health
among certain groups. For example, among
children and adolescents, groups with

Risk Factors for Poor Oral Health

Adults Children
« Tobacco use e Poor nutrition
« Poor oral hygiene « Large family size
« Diabetes o Low SES
o Stress « Feedinginfants
o Genetic factors sweetened drinks or

« Poor general health formula at bedtime
poorer oral health include African Americans and
Hispanics, when compared to White children. !

The third National Health and Nutrition Examination
Survey (NHANES 1l1) study published in 1986
showed that nearly all (85%) of adults have had
dental caries and nearly one third (30%) had un-
treated tooth decay.’ Some groups, such as the el-
derly and individuals with diabetes or HIV/AIDS, are
at higher risk for dental disease or complete tooth loss.




HP 2010 Objectives

21-1. Reduce the proportion of children and
adolescents who have dental caries experience
in their primary or permanent teeth.

Target and National Baseline:

Re'ductmn in percent of 1988-94 2010

Objective children and adolescents Baseline | Taraet

J with specified dental car- o

ies experience Number
Primary teeth, children

21-1a. aged 2 to 4 years 18 1
Primary or permanent

21-1b. [teeth, children aged 6 to 52 42
8 years
Permanent teeth, chil-

21-1c. 4ren aged 15 61 51

National Data Sources: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

21-2. Reduce the proportion of children,
adolescents, and adults with untreated
dental decay.

Target and National Baseline:

Reduction in percent of
children and adolescents [(1988-1994] 2010
. .. |with a clinical diagnosis | Baseline | Target

T of dental decay in at least

one tooth that has not

Number

been restored

Children aged 2to 4
21-2a. vears 16 9

Children aged 6 to 8
21-2b. vears 29 21
21-2c. [Children aged 15 20 15
21-2d. |Adults aged 35-44 years 27 15

National Data Sources: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS; Oral
Health Survey of Native Americans, 1999, IHS; Cali-
fornia Oral Health Needs Assessment of Children,
1993-94, Dental Health Foundation; Hawai’i Chil-
dren’s Oral Health Assessment, 1999, State of Ha-
waii Department of Health. Oral Health Survey of
Native Americans, 1999, IHS.

Local Data: No local data available.

21-3. Increase the proportion of adults who
have never had a permanent tooth
extracted because of dental caries or peri-
odontal disease.

Target: 40 percent.

National Baseline: 30 percent of adults aged 35 to
44 years had never had a permanent tooth extract-
ed because of dental caries or periodontal disease
in 1988-94.

National Data Sources: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy People data. This is because
San Diego County data reflect persons aged 18
years and older. Healthy People 2010 data reflect
persons aged 35 to 44 years.

In San Diego County, according to the 2008 Behav-
ioral Risk Factor Surveillance System (BRFSS),
58.5% of adults aged 18 years and older had no
permanent tooth loss.

Note: 2009 data not available.

Local Data Source: Centers for Disease Control and
Prevention, “2008 Behavioral Risk Factor Surveil-
lance System (BRFSS),” http://www.cdc.gov/BRFSS/
(accessed 8/2012).
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21-4. Reduce the proportion of older adults
who have had all their natural teeth extracted.

Target: 22 percent.

National Baseline: 29 percent of adults aged 65 to
74 years had lost all their natural teeth in 1988-94.

National Data Sources: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy People data. This is because
San Diego County data reflect persons aged 65
years and older. Healthy People 2010 data reflects
persons aged 65 to 74 years.

In San Diego County, according to the 2008 Behav-
ioral Risk Factor Surveillance System (BRFSS),

8.0% of adults aged 65 years and older have had all
of their natural teeth extracted.

Note: 2009 data not available.

Local Data Source: Centers for Disease Control and
Prevention, “2008 Behavioral Risk Factor Surveil-
lance System (BRFSS),” http://www.cdc.gov/BRFSS/
(accessed 8/2012).

21-5. Reduce periodontal disease.

Target and National Baseline:

National Data Source: Surveillance, Epidemiology,
and End Results (SEER), NIH, NCI.

Local Data: In San Diego County, 32% of oral and
pharyngeal cancers were detected at the earliest
stage from 2002 to 2008.

Note: 2009 data not available.

Local Data Source: Surveillance, Epidemiology, and
End Results (SEER), NIH, NCI. http://
seer.cancer.gov/statfacts/html/oralcav.html
(accessed 09/2012).

21-7. Increase the proportion of adults
who, in the past 12 months, report having
had an examination to detect oral and
pharyngeal cancers.

Target: 20 percent (age-adjusted).

National Baseline: 13 percent of adults aged 40
years and older reported having had an oral and
pharyngeal cancer examination in 1998 (age adjust-
ed to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

21-8. Increase the proportion of children
who have received dental sealants on their
molar teeth.

Target and National Baseline:

1988-94 | 2010
Reduction in Periodontal | Baseline | Target
Objective|Disease in Adults Aged 35
to 44 Years Percent
21-5a. [Gingivitis 48 41
Destructive periodontal
21-5b. disease 22 14

National Data Sources: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

21-6. Increase the proportion of oral and
pharyngeal cancers detected at the earliest
stage.

Target: 51 percent.
National Baseline: 36 percent of oral and pharynge-

al cancers (stage |, localized) were
detected in 1990-95.

Increase in Children Re- 13'3 ‘E‘z;gg Tzaelgt
Objective |ceiving Dental Sealants g
on Their Molar Teeth Percent
21-8a. [Children aged 8 years 23 50
Adolescents aged 14
21-8b. Vears 15 50

National Data Sources: National Health and Nut-
rition Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.
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21-9. Increase the proportion of the U.S.
population served by community water sys-
tems with optimally fluoridated water.

Target: 75 percent.

National Baseline: 62 percent of the U.S. popula-
tion was served by community water
systems with optimally fluoridated water in 1992.

National Data Source: CDC Fluoridation Census,
CDC, NCCDPHP.

Local Data: In San Diego County, approximately 37-
39% of the population is served by optimally fluori-
dated water. Currently efforts are being made to
increase fluoridation which would increase optimal
fluoridation to 80% of the County.

21-10. Increase the proportion of children
and adults who use the oral health care
system each year.

Target: 56 percent.

National Baseline: 44 percent of persons aged 2
years and older in 1996 visited a dentist during the
previous year.

National Data Source: Medical Expenditure Panel
Survey (MEPS), AHRQ.

Local Data: In San Diego County, according to the

2009 California Health Interview Survey, 70.3% of

persons aged 2 years and older had a dental visit in
the preceding 12 months.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2003 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

21-11. Increase the proportion of long-term
care residents who use the oral health care
system each year.

Target: 25 percent.

National Baseline: 19 percent of all nursing home
residents received dental services in 1997.

National Data Source: National Nursing Home Sur-
vey (NNHS), CDC, NCHS.

Local Data: No local data available.

21-12. Increase the proportion of low-
income children and adolescents who re-
ceived any preventive dental service during
the past year.

Target: 66 percent.

National Baseline: 25 percent of children and ado-
lescents under age 19 years at or

below 200 percent of the Federal poverty level
received any preventive dental service in 1996.

National Data Source: Medical Expenditure Panel
Survey (MEPS), AHRQ.

Local Data: San Diego County data are not directly
comparable to Healthy People data. This is because
San Diego County data reflects children aged 2 to 11
and adolescents aged 12 to 17 and percents are
calculated separately. Healthy People 2010 data
reflect persons under the age of 19.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 85.1% of low-income
youth (0-199% FPL) aged 2 through 11 years, had a
dental visit in the preceding 12 months.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 87.8% of low-income
youth (0-199% FPL) aged 12 through 17 years, had a
dental visit in the preceding 12 months.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).
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21-13. Increase the proportion of school-
based health centers with an oral health
component.

Target and National Baseline:

Increase the proportion off

school-based health cen- 50011'.02 7'2010t
Objectiveters with an oral health aseline | large

component with the spec-

ified service Percent
21-13a. [Dental sealants 12 15
21-13b. [Dental care 9 11

National Data Sources: School-based Health Care Cen-
sus, National Assembly of School Based Health Care.

Local Data: No local data available.

21-14. Increase the proportion of local
health departments and community-based
health centers, including community,
migrant, and homeless health centers, that
have an oral health component.

Target: 75 percent.

National Baseline: 52 percent of local jurisdictions and
health centers had oral health components in 1997.

National Data Source: Health Resources and Ser-
vices Administration (HRSA), Bureau of Primary
Health Care (BPHC).

Local Data: In San Diego County, 39% of communi-
ty health center locations have an oral health com-
ponent, and 100% of community health organiza-
tions have an oral health component.

21-15. Increase the number of States and
the District of Columbia that have a system
for recording and referring infants and chil-
dren with cleft lips, cleft palates, and other
craniofacial anomalies to craniofacial
anomaly rehabilitative teams.

Target: 51 States and the District of Columbia.

National Baseline: 16 States and the District of
Columbia had systems for recording and referring
children with craniofacial anomalies in 2003.

National Data Source: Annual Synopses of State
and Territorial Dental Public Health Programs,
Association of State and Territorial Dental Directors
(ASTDD).

Local Data: The State of California does not have a
system for recording and referring infants and
children with cleft lips, cleft palates, and other cra-
niofacial anomalies to rehabilitative teams.

21-16. Increase the number of States and
the District of Columbia that have an oral
and craniofacial health surveillance
system.

Target: All States and the District of
Columbia.

National Baseline: No States or the District of
Columbia had oral and craniofacial health
surveillance systems in 1999.

National Data Source: Annual Synopses of State and
Territorial Dental Public Health Programs; Association
of State and Territorial Dental Directors (ASTDD).

Local Data: Objective is not applicable for local
jurisdictions.




21-17. Increase the number of health
agencies that have a public dental health
program directed by a dental professional
with public health training.

Target and National Baseline:

Increase the number of
Public Health programs 2 00.3 2010
Obiective that have a public dental | Baseline | Target
J health program directed by
a dental professional with Number

pbublic health training

State (including the Dis-
trict of Columbia) and
21-17a. [local health agencies that 39 41
serve jurisdictions of
250,000 or more persons

Indian Health Service Are-
as and Tribal health pro-
21-17b. [grams that serve jurisdic- 9 9
tions of 30,000 or more
persons

National Data Sources: Annual Synopses of State

and Territorial Dental Public Health Programs, Asso-

ciation of State and Territorial Dental Directors
(ASTDD). Indian Health Service, Division of Oral
Health.

Local Data:

21-17a: San Diego County does not meet the
objective target at this time.

21-17b: No local data available.
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Physical Activity & Fitness

SAN DIEGO COUNTY

Chapter 22

Healthy People 2010 Goal: Improve health, fitness, and quality of life

through daily physical activity.

People who regularly engage in exercise live longer
than those who are sedentary,1 making physical
fitness and regular exercise critical to a person’s
overall health and well-being. A Surgeon’s General
report released in the mid-1990s concluded that
even a moderate level of physical activity reduces
the risk of heart disease, diabetes, high blood
pressure and colon cancer. 2

Among those individuals with diseases and injuries
to joints and bones, exercise improves muscle and
heart function, and helps maintain skeletal and joint
performance. This is especially important to people
with arthritis, who comprise 20% of the adult pop-
ulation and who tend to be significantly more sed-
entary than people who do not have arthritis.> Similar-
ly, people with osteoporosis, or bone loss, benefit from
exercise, especially weight-bearing activity.*

From a public health perspective, increasing the
number of individuals who engage in regular physical
activity throughout life is an important goal. Less than
25% of U.S. residents engage in regular whole-body
exercise, and even fewer (15%) perform it for at least 5
days for at least 30 minutes or more." Forty percent of
the population are completely sedentary.*

Community health promotion efforts should focus
on promoting physical fitness as important through-
out a person’s life, and removing barriers that prevent

Benefits of Physical Activity
o Improved strength
« Better flexibility
o Greater endurance
o Functional independence
« Heightened well-being & self-esteem
« Improved heart and lung function
« Reduced bone loss
o Lower blood pressure

people from exercising, such as a lack of safe places
to walk, or a lack of inexpensive recreational cen-
ters or parks. Also, health promotion efforts

could include making group activities available in
the community, which encourage regular physical
activity in a form that includes group-wide positive
reinforcement.

Some people are more likely to be sedentary than
others. Women are more likely to be sedentary
than men, older people are less physically active
than younger ones, and adults who live in the
Southern and Eastern states are less active than
those living in the Midwest or West.' Race/ethnicity
disparities also exist: African Americans and
Hispanics are more sedentary than Whites. *
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Physical Activity in Adults

Since the greatest risk of death and disability is
found among people who do not engage in regular
physical activity, any amount of physical activity is
preferred to no physical activity, and should be
encouraged as part of a daily routine.

The greatest health benefits are associated with
moderate physical activity for at least 30 minutes
per day. However, even intermittent exercise, such
as a brisk walk, is beneficial to health.! Since most
adults are unable to incorporate physical activity
into their work-day, exercise should be encouraged
as a leisure-time activity.

HP 2010 Objectives

22-1. Reduce the proportion of adults who
engage in no leisure-time physical activity.

Target: 20 percent (age-adjusted).

National Baseline: 40 percent of adults aged 18
years and older engaged in no leisure-time physical
activity in 1997 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2007 Califor-
nia Health Interview Survey, 13.6% of persons aged
18 years and older engaged in no leisure-time phys-
ical activity.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2007 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).




22-2. Increase the proportion of adults who
engage in moderate physical activity for at
least 30 minutes per day 5 or more days per
week or vigorous physical activity for at least
20 minutes per day 3 or more days per week.

Target: 50 percent (age-adjusted).

National Baseline: 32 percent of adults aged 18 years
and older engaged in moderate physical activity for at
least 30 minutes per day 5 or more days per week or
vigorous physical activity for at least 20 minutes per day
3 or more days per week in 1997 (age adjusted to the
year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2007 California
Health Interview Survey, 86.3% of persons engaged in
some, moderate or vigorous physical activity.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2007 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

22-3. Increase the proportion of adults who
engage in vigorous physical activity that pro-
motes the development and maintenance of
cardiorespiratory fitness for at least 20
minutes per day 3 or more days per week.

Target: 30 percent (age-adjusted).

National Baseline: 23 percent of adults aged 18
years and older engaged in vigorous physical activi-
ty 3 or more days per week for 20 or more minutes
per occasion in 1997 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2005 Califor-
nia Health Interview Survey, the percentage of per-
sons who engaged in vigorous physical activity for
at least 20 minutes per day 3 or more days per
week was 15.4%.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview
Survey,” http://www.chis.ucla.edu/ (accessed
9/2012).




Improving the strength and flexibility of muscles,
joints and bones are one of the key components to
good physical fitness. Strength and endurance exer-
cises reduce disability associated with chronic dis-
eases, help maintain functional independence, and
help protect the body from injury. Older people,
who tend to be more sedentary and less well fit,
benefit greatly from activities that improve strength
and endurance.

Joint flexibility is an often overlooked aspect of
fitness that should be incorporated into a daily
routine. Lack of joint flexibility can lead to disability
and a reduced quality of life.

Walking, stretching, T’ai Chi Chuon or yoga are excel-
lent ways for increasing physical activity and joint flexi-
bility, while weight training is helpful for strengthening
both the muscular and skeletal systems."

Exercises to increase muscular
strength, endurance, and flexibility

« Endurance activities such as:
- Walking
- Swimming
- Biking
» Stretching exercises such as:
- Stretching
- Tai Chi Chuon
- Yoga
o Strength training such as:
- Weight Training
- Resistance Activities

Muscular Strength,
Endurance, and Flexibility

HP 2010 Objectives

22-4. Increase the proportion of adults who
perform physical activities that enhance and
maintain muscular strength and endurance.

Target: 20 percent (age-adjusted).

National Baseline: 18 percent of adults aged 18
years and older performed physical activities that
enhance and maintain strength and endurance 2 or
more days per week in 1998 (age adjusted to the
year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

22-5. Increase the proportion of adults who
perform physical activities that enhance
and maintain flexibility.

Target: 43 percent (age-adjusted).

National Baseline: 30 percent of adults aged 18
years and older did stretching exercises in the past
2 weeks in 1998 (age adjusted to the year 2000
standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.
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As children reach adolescence and adulthood, many
become sedentary. Promoting physical activity
throughout childhood can establish a physically
active lifestyle that carries into adulthood.

The decline in physical activity is more pronounced
in girls than boys. This is partly because girls and
boys have different recreational interests and goals
for their physical fitness activities.! There are also
racial/ethnic disparities in physical activity: both Af-
rican American and Hispanic children tend to watch
more television than White children, and are at
greater risk for a sedentary lifestyle. !

Physical activity in youth offers many of the same
benefits as for adults: better strength, cardiovascu-
lar health, weight management and regulation of
blood pressure.

Schools can improve the health of the student pop-
ulation by offering a variety of fitness and exercise
programs, and requiring at least some level of par-
ticipation. They can also include physical education
in the curriculum and promote participation in
sports. Better quality programs have significant
benefits to the health of children and adolescents.’

Children & Adolescents

HP 2010 OBJectlves

22-6. Increase the proportion of adolescents
who engage in moderate physical activity
for at least 30 minutes per day 5 or more
days per week.

Target: 35 percent.

National Baseline: 27 percent of students in grades
9 through 12 engaged in moderate physical activity
for at least 30 minutes on 5 or more of the previous
7 days in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, according to the
2005 Youth Risk Behavior Survey, 26.7% of youth in
grades 9 through 12 in San Diego City schools re-
ported that they engaged in moderate physical ac-
tivity for 30 minutes or more on five or more of the
past seven days. Moderate activity was defined as ac-
tivity that did not make them sweat or breathe hard.

Note: 2009 data not available.

Local Data Source: Centers for Disease Control and
Prevention, “2005 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/yrbss/
SelHealthTopic.asp?Loc=SA (accessed 9/2012).




22-7. Increase the proportion of adolescents
who engage in vigorous physical activity
that promotes cardiorespiratory fitness 3 or
more days per week for 20 or more minutes
per occasion.

Target: 85 percent.

National Baseline: 65 percent of students in grades
9 through 12 engaged in vigorous physical activity 3
or more days per week for 20 or more minutes per
occasion in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data reflect
“20 or more minutes” of physical activity. San Die-
go County data reflect “30 or more minutes” of
physical activity.

In San Diego County, according to the 2005 Youth
Risk Behavior Survey, 64.6% of high school students
enrolled in San Diego City schools engaged in physi-
cal activity that made them sweat or breathe hard
for 30 or more minutes, on three or more of the
past seven days.

Note: 2009 data not available.

Local Data Source: Centers for Disease Control and
Prevention, “2005 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/yrbss/
SelHealthTopic.asp?Loc=SA (accessed 9/2008).

22-8. Increase the proportion of the Nation’s
public and private schools that require daily
physical education for all students.

Target and National Baseline:

Increase in Schools Requiring| 2000 2010
Objective [Daily Physical Activity for All Baseline*| Target

Students
Percent
59-8a. Middle and junior high 6.4 9.4
schools
22-8b.  |Senior high schools 5.8 14.5

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective. This
is because the Healthy People 2010 data reflect grade
level. San Diego County data reflect age groups.

22-8a - In San Diego County, according to the 2005
California Health Interview Survey, 90.8% of chil-
dren aged 12 through 14 years reported that they
were required to take physical education in school.

22-8b - In San Diego County, according to the 2005
California Health Interview Survey, 76.1% of chil-
dren aged 15 through 17 years were required to
take physical education in school.

Note: 2009 data not available.

Local Data Source: UCLA Center for Health Policy
Research, “2005 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2008).

22-9. Increase the proportion of adolescents
who participate in daily school physical ed-
ucation.

Target: 50 percent.

National Baseline: 29 percent of students in grades
9 through 12 participated in daily school physical
education in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, according to the
2009 Youth Risk Behavior Survey, 37.8% of high
school students enrolled in San Diego City schools
attended physical education (PE) classes daily in an
average week when they were in school.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
App/Default.aspx (accessed 8/2012).
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22-10. Increase the proportion of adoles-
cents who spend at least 50 percent of
school physical education class time being
physically active.

Target: 50 percent.

National Baseline: 38 percent of students in grades
9 through 12 were physically active in physical edu-
cation class more than 20 minutes 3 to 5 days per
week in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: No local data available.

22-11. Increase the proportion of adoles-
cents who view television 2 or fewer hours
on a school day.

Target: 75 percent.

National Baseline: 57 percent of students in grades
9 through 12 viewed television 2 or fewer hours per
school day in 1999.

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: San Diego County data is not directly
comparable to the Healthy People 2010 objective.
This is because the Healthy People 2010 data use
age-adjusted percent. San Diego County data re-
flect actual percent.

In San Diego County, according to the 2009 Youth
Risk Behavior Survey, 30.7% of high school students
enrolled in San Diego City schools watched 3 or more
hours per day of TV on an average school day.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/YouthOnline/
App/Default.aspx (accessed 8/2012).




Since participating in regular physical activity is
dependent on the availability of a place to do so,
improving access to physical activity is an important
public health goal. Lack of time, available facilities,
and a safe environment are barriers to individuals
trying to improve their level of physical fitness.

Among children and adolescents, lack of facilities,
especially for sports, is a significant barrier to physi-
cal fitness. Increasing the availability of facilities in
schools would be one way to increase exercise
among school-aged individuals. Employers can also
improve the health and well-being of employees by
offering on-site programs, or by subsidizing
membership in gyms or other facilities.

Communities can improve the availability of low
cost physical fitness opportunities. In addition,
improving the “walkability” of neighborhoods
would offer great opportunities to walk or bicycle
for health benefits.

W_]EC ives

22-12 Increase the proportion of the
Nation's public and private schools that
provide access to their physical activity
spaces and facilities for all persons outside
of normal school hours (that is, before and
after the school day, on weekends, and
during summer and other vacations).

Target: 50 percent.

National Baseline: 35 percent of public and private
elementary, middle/junior and senior high schools
provided community access to their physical activity
or athletic facilities in 2000.

National Data Source: School Health Policies and
Program Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.

22-13. Increase the proportion of worksites
offering employer-sponsored physical
activity and fitness programs.

Target: 75 percent.

National Baseline: 46 percent of worksites with 50
or more employees offered physical activity and/or
fitness programs at the worksite or through their
health plans in 1998-99.

National Data Source: National Worksite Health Pro-
motion Survey (NWHPS), Association for
Worksite Health Promotion (AWHP) and OPHS, ODPHP.

Local Data: No local data available.
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22-15. Increase the proportion of trips
made by bicycling.

Target and National Baseline:

. 1995 | 2010
Objective Increqse in Trips Made by Baseline*| Target
Walking
Percent
Adults aged 18 years and old-
22-15a. |er, trips of 5 miles 0.6 2.0
or less
Children and adolescents
22-15b. [aged 5 tol5 years, trips to 2.4 5.0
school of 2 miles or less

*Age adjusted to the year 2000 standard population.

National Data Source: Nationwide Personal Trans-
portation Survey (NPTS), FHWA, DOT.

Local Data: No local data available.




SAN DIEGO COUNTY

Chapter 23

Healthy People 2010 Goal: Ensure that Federal, Tribal, State, and local
health agencies have the infrastructure to provide essential public health

services effectively.

Public health infrastructure describes the resources
used for assessing, maintaining, and improving the
health and well-being of all individuals in a society.
Its responsibilities include preventing disease and
injury, promoting healthy behaviors, assisting with
disaster response and recovery, and ensuring quali-
ty of life and providing essential health services."

Public health resources include the personnel who

work for public health organizations, the health infor-
mation that is collected, the systems in place which in-
form people and communities about health matters.

The infrastructure has core functions which include:

monitoring the health status of the community, devel-
oping health policy, enforcing health-related laws and
regulations to ensure public health, providing high qual-

ity services, and conducting research
. 1
for new health issues.

Essential Public Health Services’
1.

Monitor health status to identify
community health problems

Diagnose and investigate health problems
and health hazards in the community.
Inform, educate, and empower people
about health issues.

Mobilize community partnerships to
identify and solve health problems.
Develop policies and plans that support
individual community health efforts.
Enforce laws and regulations that
protect health and assure safety.

Link people to needed personal health
services and assure the provision of health
care when otherwise unavailable.

Assure a competent public health and
personal health care workforce.
Evaluate effectiveness, accessibility,
and quality of personal and population
-based health services.

10.Research for new insights and

innovative solutions to health
problems.




Surveillance systems collect health data on illness,
injury and death from various sources. To be useful,
these data must be collected, analyzed, and made
available to public health organizations, policy
makers, and the public in a timely manner. In
addition, public health data must be accurate and
the rights of individuals to privacy must be
protected.

Infrastructure to perform these tasks must be
continually maintained and improved. Increasing
the use of information technology to enable
electronic surveillance, and increasing the use of
the Internet to collect and distribute data are two
ways that public health infrastructure can become
more efficient and effective.

In addition, it is important that public health staff
receive appropriate training to use new systems.
Public health staff should also received training in
how to create information that is accurate and clear
in order to inform public policy and to aid in health
promotion efforts. Again, ensuring the safety and
privacy of health data collected from individuals is
essential.

Information Systems

HP 2010 Objectives

23-1. This objective was deleted by the
Federal government at midcourse review.

23-2. (Not Developed) Increase the propor-
tion of Federal, Tribal, State, and local health
agencies that have made information availa-
ble for internal or external public use in the
past year based on health indicators related to
Healthy People 2010 objectives.

Potential National Data Source: A proposed data
source the Survey of Regionally Based Public Health
Services/Infrastructure in Indian Country, Tribal Epi-
demiology Centers (Epi Centers), CDC, IHS.

Local Data: In San Diego County, the public has ac-
cess to health indicator and surveillance data.

Local Data Source: County of San Diego, Health and
Human Services Agency, Public Health Services, Com-
munity Health Statistics Unit, “Community Profiles,”
www.sdhealthstatistics.com (accessed September 20,
2012).

23-3. Increase the proportion of all major
national health data systems that use ge-
ocoding to promote nationwide use of geo-
graphic information systems (GIS).

Target: 100 percent.

National Baseline: 50 percent of major national
health data systems recording resident

location of individuals (city, county, street
address, latitude/ and longitude in 2000.




National Data Source: National Center for Health 23-7. Increase the proportion of Healthy
Statistics (NCHS), CDC. People 2010 objectives for which national
data are released within 1 year of the end

Local Data: In San Diego County, geocoding is used !
& V8 & of data collection.

in some health data systems.

Local Data Sources: Death Statistical Master Files Target: 100 percent.

(CA DPH), County of San Diego, Health & Human National Baseline: 36 percent of the objectives, in-
Services Agency, EISB; SANDAG, Current Population cluding their subobjectives, measured by major da-
Estimates, 10/2010. Prepared by County of San Die- ta systems were tracked with data released within 1
go (CoSD), Health & Human Services Agency year of the end of data collection in 2000.

(HHSA), Community Health Statistics, 2011. National Data Source: National Center for Health

Statistics (NCHS), CDC.

Local Data: No local data available.

23-4. Increase the proportion of population-
based Healthy People 2010 objectives for
which national data are available for all
population groups identified for the objective.

Target: 100 percent.

National Baseline: 13 percent of the population-
based objectives had national data for all select
population groups in 2004.

National Data Source: National Center for Health
Statistics (NCHS), CDC.

Local Data: No local data available.

23-5. This objective was deleted by the
Federal government at midcourse review.

23-6. Increase the proportion of Healthy
People 2010 objectives that are tracked
regularly at the national level.

Target: 100 percent.

National Baseline: 44 percent of measurable objec-
tives, including their subobjectives, were tracked at
least every 3 years in 2004.

National Data Source: National Center for Health
Statistics (NCHS), CDC.

Local Data: No local data available.




Public health personnel are needed at all levels of
government and across a diverse array of organiza-
tions. The workforce must be trained with up-to-
date knowledge, and have the skills to deliver public
health services effectively and efficiently. Continu-
ing education and training should be part of the
operating procedures for a public health system.

i Workforce

23-9. (Not Developed) Increase the proportion of

Council on Education for Public Health (CEPH) ac-

credited schools of public health, CEPH accredited
academic programs, and schools of nursing (with
a public health or community health component)
that integrate core competencies in the essential

public health services into the curricula.

Proposed National Data Source: Public Health Competen-
cies Survey (PHCS), Council on Linkages in collaboration
with American Schools of Public Health, Association of
Teachers of Preventive Medicine, and the Quad Council.

Local Data: No local data available.

23-10. Increase the proportion of Tribal,
State, and local public health personnel
that receive continuing education con-
sistent with the core competencies in the
essential public health services.

Target and National Baseline:

HP 2010 OB]ECthES

23-8. (Not Developed) Increase the
proportion of Tribal and local agencies that
incorporate core competencies in the
essential public health services into job
descriptions and performance evaluations.

Proposed National Data Source: Profile of Local
Health Departments (NPLHD), National Association
of Country and City Health Officials.

Local Data: No local data available.

2000 2010
Objective Baseline | Target
Percent
23-10a. ([Tribal public health personnel | Not Developed
23-10b. |[State public health personnel 13 14
23-10c. [Local public health personnel 15 17

National Data Sources: National Sample Survey of
Registered Nurses (NSSRN), HRSA, BHPr

Local Data:

23-10a,b: Objective is not applicable for local juris-
dictions.

23-10c: No local data available.




Performance standards created from measurable
objectives are important to the successful evalua-
tion and improvement of public health agencies.
Public health agencies can use these standards to
guide efforts to create a health improvement plan
for the State or community. This plan should be
used by governmental agencies involved in health,
human services, and education to define the vision
for community health and to set priorities.

Public Health Organizations
and Prevention Research

HP 2010 Objectives

23-11. Increase the proportion of State and
local public health systems that meet na-
tional performance standards for the essen-
tial public health services.

Target and National Baseline:

>

Q

r

Increase the percent or num-| Baseline| 2010
Objective ber of public health systems (vear) | Target
that use or meet the speci-
fied standards Percent
Using National Public Health Performance
Standards Program
. 9*
23-11a. [State public health systems (2000) 35 (#)
23-11b. [Local public health systems 12 50
(2004)
Meet National Public Health Performance
Standards Program
. 0
23-11c. |[State public health systems (2004) 50
23-11d. |[Local public health systems 36 50
(2004)

Prevention research is critical for improving the
health of individuals and communities. Public health
research funded by Federal, State, local agencies, as
well as in academic institutions and private industry
should be maintained. In addition, recruitment
efforts to encourage future public health research,
especially in prevention and health promotion
should be increased.

*23-11ais based on number, not percent

National Data Source: National Public Health Per-
formance Standards Program, CDC, Office of the
Chief of Public Health Practice.

Local Data: No local data available.
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23-12. Increase the proportion of Tribal,
State (including the District of Columbia),
and local health agencies that have imple-
mented a health improvement plan and
increase the proportion of local health juris-
dictions that have a health improvement
plan linked with their State plan.

Target and National Baseline:

23-13. Increase the proportion of Tribal and
State public health agencies that provide or
assure comprehensive laboratory services
to support essential public health services.

Target and National Baseline:

Baseline | 2010
(vear) | Target

Objective
Percent

23-12a. [Tribal agencies Not Developed

Stat d the District of Co-
03-12b, [ ore AN N BISICt OTR07 |20 1997)| 100
lumbia health agencies
32
23-12c. [Local health agencies (1992-93) 80
b3-12d. Local jurisdictions that have Not Developed

linked health improvement

National Data Sources: National Profile of Local
Health Departments (NPLHD), NACCHO; Profile of
Local Public Health Agencies Study; National Associ-
ation of County and City Health Officials (NACCHO);
Association of State and Territorial Health Officials
(ASTHO); IHS.

Local Data:
23-123,b: Objective is not applicable for local jurisdictions.
23-12¢,d: No local data available.

Increase proportion of juris- 20(/)4 2010
.. |dictions that meet the de- Baseline | Target
Objective fined standards/criteria for
the specified area Percent
53134, Disease, P.revention, Control 90 98
and Surveillance
23-13b. (Integrated data management 69 85
Refi iali
b3-13c. e grence and specialized 65 80
testing
5313 Envi.ronmental health and pro- 31 70
tection
23-13e. [Food safety 2 50
53-13f, Laboratory ‘improvement 94 99
and regulation
23-13g. [Policy development 23 50
23-13h. [Emergency response 29 65
23-13i.  [Public health related research 65 85
23-13j. [Training and education 85 90
b3-13k. zz:nerships and communica- 48 75

National Data Source: Comprehensive Laboratory
Services Survey, Association of Public Health Labor-
atories (APHL).

Local Data: Objective is not applicable for local

jurisdictions.




23-14. Increase the proportion of Tribal,
State, and local public health agencies that
provide or assure comprehensive epidemi-
ology services to support the essential pub-
lic health services.

Target and National Baseline:

2001 2010

Objective Baseline | Target

Percent

)3-14a. State e[.:)lfien.uolo.glsts \{Vlth for- s 2
mal training in epidemiology

23-14b. [Tribal public health agencies| Not Developed
23-14c. |[State public health agencies | Not Developed
23-14d. [Local public health agencies | Not Developed

National Data Source: Epidemiology Capacity As-
sessment, Council of State and Territorial Epidemi-
ologists (CSTE).

Local Data:
23-14a,d: No local data available
23-14b,c: Objective is not applicable for local jurisdictions.

23-15. Increase the number of States
(including the District of Columbia) that
review and evaluate their public health
laws using such tools as the Turning Point
Model State Public Health Act and the Mod-
el State Emergency Health Powers Act.

Target and National Baseline:

Increase the number of States | 2003 | 2010
(including the District of Co- | Baseline | Target

Objective [lumbia) that review and evalu-
ate their public health law us-

ing the specified tool Percent

Turning Point Model State
23-15a. 1
3-15a Public Health Act 30 >

53-15b. draft Model State Emergen- 35 51
cy Health Powers Act

National Data Source: Center for Law and the Pub-
lic’s Health, Georgetown University Law Center and
Johns Hopkins Bloomberg School of Public Health.

Local Data: No local data available.

23-16. This objective was deleted by the
Federal government at midcourse review.

23-17. (Not Developed) Increase the propor-
tion of Federal, Tribal, State, and local
public health agencies that conduct or
collaborate on population-based
prevention research.

Proposed National Data Source: Survey of Region-
ally Based Public Health Services/Infrastructure in
Indian Country, Tribal Epidemiology Centers (Epi
Centers), CDC, IHS.

Local Data: In San Diego County, Public Health Ser-
vices collaborates on population-based prevention
research.

References

1 U.S. Department of Health and Human Services. “Public
Health Infrastructure” in Healthy People 2010. 2nd ed. With
Understanding and Improving Health and Objectives for Im-
proving Health. 2 vols. Washington, DC: U.S. Government
Printing Office, November 2000. http://
www.healthypeople.gov/2010/document/pdf/
Volume2/23PHI.pdf, (Accessed August 23, 2012).

2 Public Health Functions Steering Committee. Public Health
in America, Fall 1994. http://www.health.gov/phfunctions/
public.htm, May 2008, (Accessed September 11, 2012).




SAN DIEGO COUNTY
Chapter 24

Respiratory Diseases

Healthy People 2010 Goal: Promote respiratory health through better
prevention, detection, treatment, and education efforts.

Respiratory diseases such as asthma, chronic obstructive pulmonary disease (COPD) and obstructive sleep
apnea (OSA) are a significant public health problem in the United States. Asthma and chronic obstructive
pulmonary disease (COPD) are among the 10 leading causes of restricted activity, and asthma is the second
most common cause of chronic disease in children.!

There are numerous behaviors and diseases that impact respiratory health and function, including smoking,
tuberculosis, lung cancer, AIDS, pneumonia, and occupational lung diseases that are covered in detail in oth-

er chapters.




piratory system which causes the airways of the
lungs to constrict and become inflamed in response
to certain triggers. It is the most common long-
term disease in children but can also be found in
adults.? In the United States, more than 22 million
people are known to have asthma, 6 million of
whom are children.?

Common symptoms of asthma include wheezing,
breathlessness, chest tightness, and nighttime or
early morning coughing. “Asthma attacks” happen
when a “trigger” causes the sides of the airways in
the lungs to swell,
and the airways
shrink. Less air gets
into the lungs, and
the person has diffi-
culty breathing. Very
severe attacks may
require emergency
care and can be fatal.

What causes asthma
symptoms to occur?’

o Allergens found in dust, fur, cock-
roaches, mold, and pollens

o Irritants such as cigarette smoke or
air pollution

« Certain medications such as aspirin

« Sulfites in food or drink

« Viral upper respiratory infections

o Exercise

i Asthma

Asthma is a chronic inflammatory disease of the res-

Risk Factors™*

« Genetic factors

« Age - children are more often diagnosed;
older adults more often die due to asthma

« Gender - boys are more likely to have
asthma than girls; women are more likely
to have asthma than men

o Low birth weight

o Living in polluted areas

o Obesity
o Allergies
« Eczema

Asthma cannot be cured. However, most people
with asthma are able to manage the disease with
few, if any, symptoms. They can live normal, active
lives with little disruption. People who experience
symptoms of asthma should see their primary care
doctor for evaluation, diagnosis, and treatment to
control the symptoms.

Local Findings

« 1In 2007, 36% of San Diego County
residents with asthma had a written
asthma management plan. —cHis, 2007

o On average, 33 residents die from
asthma every year. -peath, 2000-2009

« Residents of the Central Region were
most likely to die of asthma. -peath, 2009
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HP 2010 Indicators
24-1. Reduce asthma deaths

Target and National Baseline:

1999 2010
Objective |Age Group Baseline | Target
Rate per million
24-1a. Children under age 5 years| 1.7 0.9
24-1b. Children aged 5-14 years 3.1 0.9
Adolescents and adults
24-1c. 5.6 1.9
¢ aged 15-34 years
24-1d. Adults aged 35-64 years 15.5 8.0
RN Adults aged 65 years and 60.5 47.0
older

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data:

24-1a: In San Diego County, there were too few
asthma deaths to calculate a rate.

24-1b: In San Diego County, there were too few
asthma deaths to calculate a rate.

24-1c: In San Diego County, there were too few
asthma deaths to calculate a rate.

24-1d: In San Diego County, the rate of asthma
death for persons aged 35-64 years was 6.5 per
million in 2009.

24-1e: In San Diego County, the rate of asthma
death for persons aged 65 years and older was 30.0
per million in 2009.

Local Data Sources: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted asth-
ma death rate remained relatively stable from 2006
to 2008. In 2009, it was lower than the age-adjusted
rates for the U.S. and California (Figure 1). Regional
level data for 2009 is available by gender, race/
ethnicity and age (Figure 2).

Figure 1. Asthma Deaths by Year
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* Source: Death Statistical Master Files (CA DPH), CoSD, HHSA, EISB
12/12/2011; SANDAG, Current Population Estimates, 10/2010.

¥ Source: CDC, NCHS, Compressed Mortality Files. On-line database accessed
8/12/2012: http://wonder.cdc.gov/cmf-icd10.html.

24-2. Reduce hospitalizations for asthma.

Target and National Baseline:

1998 2010
Baseline | Target

Objective |Age Group
Rate per 10,000

24-2a. Children under age 5 years| 45.6 25.0

Children and adults aged 5

24-2b.
to 64 years*

12.5 7.7

Adults aged 65 years and

24-2c. older*

17.7 11.0

*Age adjusted to the year 2000 standard population.

National Data Source: National Hospital Discharge
Survey (NHDS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because San Diego County data reflect actual
rate per 10,000. Healthy People data reflect age-
adjusted rates per 10,000 for sub-objectives b and
C.

24-2a: In San Diego County, the rate of asthma
hospitalizations for persons aged 5 and under was
19.8 per 10,000 in 2009.

24-2b: In San Diego County, the rate of
asthma hospitalizations for persons aged 5
through 64 years was 5.5 per 10,000 in 2009.
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24-2c: In San Diego County, the rate of asthma
hospitalizations for persons aged 65 years and older
was 14.2 per 10,000 in 2009.

Local Data Sources: Hospital Discharge Data, (CA
OSHPD), County of San Diego, Health & Human Ser-
vices Agency, EISB; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 2011.

24-3. Reduce hospital emergency depart-
ment visits for asthma

Target and National Baseline:

1998 2010
Objective |Age Group Baseline | Target
Rate per 10,000
24-3a. Children under age 5 years| 150.0 80.0
54-3b. Children and adults aged 5 211 £0.0
-64 years
Adul
ha-3c. dults aged 65 years and 59.5 15.0
older

National Data Source: National Hospital Ambulato-
ry Medical Care Survey (NHAMCS), CDC, NCHS.

Figure 2. Asthma' Deaths Among San Diego Residents by Region of Residence, 2009

North North North County age-
Coastal Central Central South East Inland County adjusted rate*
No. |[Rate*| No. |[Rate*| No. |Rate* | No. |Rate* | No. |Rate* | No. |Rate*| No. |Rate*
Total** | <5 § 5] 08 6 1.2 | <5 § <5 § <5 § 22 | 0.7 0.7
Gender
Male <5 § <5 <5 <5 <5 <5 7 0.4 0.5
Female <5 § <5 <5 <5 <5 <5 15 0.9 0.9
Race/
Ethnicity
White <5 § 5] 13 | <5 § <5 § <5 § <5 § 13 | 0.8 0.6
Black <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Hispanic | <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
APl <5 § <5 § <5 § <5 § <5 § <5 § <5 § §
Othert <5 § | <5 § <5 § <5 § <5 § <5 § <5 § §
Age Group
0-14 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
15-24 <5 § <5 § <5 § <5 § <5 § <5 § <5 §
25-64 <5 § | <5 | § <5 § <5 § <5 § <5 § 11 | 0.7
65+ <5 § <5 § <5 § <5 § <5 § <5 § 11 3.0

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

t Asthma Death refers to (underlying cause of death) ICD-10 codes J45-J46.

t1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,

American Indian, or other. Unknown not included.
§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD,

HHSA, Community Health Statistics, 12/12/2011.
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Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because San Diego County data reflect only
emergency department discharges. Healthy People
data reflect emergency department visits.

24-3a: In San Diego County, the rate of asthma-
related emergency department discharges for
persons aged 5 years and under was 89.4 per
10,000 during calendar year 2009.

24-3b: In San Diego County, the rate of asthma-
related emergency department discharges for
persons aged 5 thru 64 years was 27.5 per 10,000
during calendar year 2009.

24-3c: In San Diego County, according to Emergency
Department Discharge Data, the rate of asthma-
related emergency department discharges for
persons aged 65 years and older was 14.6 per
10,000 during calendar year 2009.

Local Data Sources: Hospital Association of San Die-
go & Imperial Counties, Community Health Im-
provement Partners, and County of San Diego
Health & Human Services Agency, Public Health Ser-
vices Emergency Medical Services, Emergency De-
partment Discharge Database 2009; SANDAG,
Current Population Estimates, 10/2010. Prepared by
County of San Diego Health & Human Services
Agency, Public Health Services Community Health
Statistics, 2011.

24-4. Reduce activity limitations among
persons with asthma.

Target: 6 percent (age-adjusted).

National Baseline: 10 percent of persons with asthma
experienced activity limitations in activity in 1997 (age
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

24-5. Reduce the number of school or work
days missed by persons with asthma due to
asthma.

Target: 2 mean days (age-adjusted).

National Baseline: 6.1 was the mean number of
school or work days missed among persons aged 5
to 64 years who report having an asthma attack in
the past year in 2002 (age-adjusted to the year
2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective.
This is because the San Diego County data in the
paragraph below reflect percent missing 2 or fewer
days of school. Healthy People data use age-
adjusted mean days missed of work or school.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 82.4% of those aged 5
through 17 missed 2 or less school days in the past
12 months due to asthma, among those who were
ever diagnosed with asthma and currently have
asthma.

San Diego County data are not directly comparable
to the Healthy People 2010 objective. This is be-
cause the San Diego County data in the paragraph
below reflect percent missing no days of work.
Healthy People data use age-adjusted mean days
missed of work or school.

In San Diego County, according to the 2009 Califor-
nia Health Interview Survey, 92% of those aged 18
through 64 missed no days of work in the past 12
months due to asthma, among those who currently
have asthma.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

24 -5



24-6. Increase the proportion of persons
with asthma who receive formal patient ed-
ucation, including information about com-
munity and self-help resources, as an essen-
tial part of the management of their condi-
tion.

Target: 30 percent (age-adjusted).

National Baseline: 8.4 percent of persons with asth-
ma received formal patient education in 1998 (age
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

24-7. Increase the proportion of persons
with asthma who receive appropriate asthma
care according to the NAEPP guidelines.

Target and National Baseline:

Increase the proportion of | Baseline | 2010
Objective |persons with asthma who | (year) | Target
receive the specified care Percent
Follow up medical care for
b4 7e. long-term managemer?t of 76 87
asthma after any hospitali-| (2003)
zation due to asthma
Assistance with assessing
and reducing exposure to 42
24-71. environmental risk factors 50
) . (2002)
in their home, school, and
work environments

Increase the proportion of | Baseline | 2010
Objective |persons with asthma who | (year) | Target
receive the specified care Percent
\Written asthma manage- 39
24-7a. ment plans from their 38
, (2002)
health care provider
instruction on how to use 96.0
24-7b. the inhaler properly (among i 98.8
L (2003)
those prescribed inhalers)
Education about recognizing
the early signs and symptoms
of asthma episodes and how 68
24-7c. to respond appropriately, in- (2003) 71
cluding instruction on peak
flow monitoring for those who
use daily therapy
Medication regimens that
prevent the need for more
ba-7d. tha.n orle canister of short- 80 92
acting inhaled beta ago- (2003)
nists per month for relief
of symptoms

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People 2010 objective. This
is because San Diego County data reflect actual per-
cent. Healthy People data use age-adjusted percent.

24-7a: In San Diego County, according to the 2007
California Health Interview Survey, 36.3% of per-
sons of all ages with asthma received a written asth-
ma management plan.

Note: 2009 data not available.
24-7b-f: No local data available.

Local Data Source: UCLA Center for Health Policy
Research, “2007 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 8/2012).

24-8. Increase the number of States
(including District of Columbia) with an
asthma surveillance system for tracking
asthma cases, illness, and disability.

Target: 25 (number).

National Baseline: 19 jurisdictions had a system for
tracking asthma cases, illness and disability in 2003.

National Data Source: Behavioral Risk Factor Sur-
veillance System (BRFSS), CDC, NCCDPHP.

Local Data: Objective is not applicable for
local jurisdictions.
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Chronic obstructive pulmonary disease (COPD) is a
disease that makes it hard to breathe. The disease
is progressive, meaning it gets worse over time, and
includes chronic bronchitis and emphysema.

In COPD, less air flows in and out of the airways for
one or more of the following reasons: the airways
and air sacs lose their elastic quality, the walls be-
tween many of the air sacs are destroyed, the walls
of the airways become swollen, or the airways
make more mucus than usual.”

The number one risk factor for COPD is smoking;
most people who have COPD smoke or used to
smoke." People with a family history of COPD are
more likely to get the disease if they smoke.” In ad-
dition to smoking, certain occupations are associat-
ed with higher risk of COPD, such as those who
work with extended exposure to dust, ash, fumes,
and gases.® COPD occurs most often in older people
and may affect up to 10% of people 65 years or old-
1
er.

COPD cannot be cured, but treatment and changes
in lifestyle behaviors, such as stopping smoking, can
help slow the progress of the disease. Treatments
for COPD include medicines, vaccines, pulmonary
rehabilitation, oxygen therapy, surgery, and manag-
ing complications.” The symptoms of COPD can be
managed by avoiding lung irritants, preparing for
emergencies, and continuing ongoing care.

I C

’r "\.’
e C
HEALTHY

onic Obstructive
Pulmonary Disease

Goals of COPD Treatment

o Relieve symptoms

« Slow progress

« Improve activity level tolerance
o Prevent and treat complications
o Improve overall health

Primary care physi-
cians are in positions
to provide im-
portant care to
COPD patients.
They can also be
critical to COPD pre-
vention by counsel-
ing patients about
the dangers of
smoking.

Local Findings

e In 2009, 916 people died of COPD.
-Death, 2009

« Residents of the East Region were

most likely to die of COPD.
-Death, 2009

« In 2009 the COPD death rate was 80.0
per 100,000 residents aged 45 and
older in San Diego County. -
Death, 2009
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24-9. Reduce the proportion of adults
whose activity is limited due to chronic lung
and breathing problems.

Target: 1.9 percent (age-adjusted).

National Baseline: 2.5 percent of adults aged 45
years and older experienced activity limitations due
to chronic lung and breathing problems in 1997 (age
adjusted to the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

24-10. Reduce deaths from chronic obstruc-
tive pulmonary disease (COPD) among
adults.

Target: 62.3 deaths per 100,000 adults aged 45
years and older (age-adjusted).

National Baseline: 123.9 deaths from COPD per
100,000 persons aged 45 years and older occurred
in 1999 (age adjusted to the year 2000 standard
population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to the Healthy People objective. This is
because San Diego County data include ICD-10 diag-
nosis code J47 (bronchiectasis); the Healthy People
objective does not. In addition, the San Diego
County indicator reflects an actual rate; the Healthy
People objective reflects an age adjusted rate.

In San Diego County, the COPD death rate was 80.0
per 100,000 residents aged 45 and older in 2009.

Local Data Sources: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

Detailed Local Data: The County age-adjusted
COPD death rate has decreased slowly from 2000 to
2009. It has been slightly below the age-adjusted
rates for the U.S. and California since 2002 (Figure
3). Regional level data for 2009 is available by gen-
der, race/ethnicity and age (Figure 4).

Figure 3. COPD Deaths by Year
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Figure 4. COPD' Deaths Among San Diego Residents by Region of Residence, 2009

CI:I):;ttI;I CIZ(I::'I;I Central South East Iﬁ?arr:: County C?unty ase-
adjusted rate*
No. |Rate*| No. |Rate*| No. |Rate* | No. |Rate* | No. |Rate*| No. |[Rate*| No. |Rate*
Total** | 171 | 31.8 |156| 25.0 | 107 | 20.8 | 92 | 20.0 | 194 | 41.2 | 195 | 33.7 | 916 | 28.8 28.5
Gender
Male 78 |128.2 |66 |21.3| 52 [ 20.0| 51 | 223 | 83 |36.1| 8 | 31.0| 418 | 26.3 31.0
Female | 93 |35.7 |90 | 287 | 55 | 21.7 | 41 | 17.7 | 111 | 46.0 | 107 | 36.2 | 498 | 31.2 26.4
Race/
Ethnicity
White 154 | 48.7 |136| 35.2 | 83 | 60.6 | 64 | 56.6 | 178 | 59.4 | 181 | 54.3 | 797 | 50.3 34.5
Black <5 § 8 [39.6] 13 | 19.6 | <5 § <5 § <5 § 26 | 15.6 24.2
Hispanic 7 4.7 | <5 § 7 32 | 22 | 8.8 5 4.9 8 4.9 53 5.5 13.1
API <5 8 | 75 | <5 <5 5 | 256 | <5 27 | 8.0 9.5
Other# <5 <5 § <5 <5 <5 § <5 10 7.6 13.6
Age Group
0-14 <5 <5 <5 <5 <5 & <5 <5
15-24 <5 <5 <5 <5 <5 § <5 <5
25-64 13 | 48 | 15| 4.2 17 6.1 12 5.2 31 | 124 | 17 5.7 105 | 6.2
65+ 158 (259.4|141|174.4| 90 |198.0| 80 |165.3| 163 (282.3| 178 [237.9| 811 |220.2

* Rates per 100,000 population. Age-Adjusted (AA) rates per 100,000 2000 US standard population
** Numbers may not add up to totals due to unknown or missing details.

1 COPD Death refers to (underlying cause of death) ICD-10 codes J40-J44, 147
1 APl includes Asian, Pacific Islanders, Native Hawaiian. Other includes 2 or more races, Native American/Alaskan Native,
American Indian, or other. Unknown not included.

§ Rates not calculated for fewer than 5 events.

Source: Death Statistical Master Files (CADPH), CoSD HHSA EISB; SANDAG, Current Population Estimates, 10/2010. Prepared by CoSD, HHSA,
Community Health Statistics, 12/12/2011.




Obstructive Sleep Apnea

Obstructive sleep apnea (OSA) is a common sleep HP 2010 Indicators
disorder in which a person has intermittent periods

of stopped breathing during sleep.” OSA leads to 24-11. (Not Developed) Increase the
fragmented sleep patterns that result in excessive proportion of persons with symptoms of
daytime drowsiness. OSA can also increase obstructive sleep apnea whose condition is

symptoms of other lung diseases including asthma medically managed.

and COPD. Half of all persons with OSA also have Target and National Baseline:
high blood pressure.

. Increase proportion of per-
Both children and adults can suffer from OSA. sons with excessive daytime | 1995 2010
Infants with OSA are at higher risk for sudden infant  |gpjective [f/€€PIness, loud snoring, and | Baseline | Target
d h d SIDS 1 OSA i . other signs associated with
eath syndrome ( ). is more common in obstructive sleep apnea who
men over 50 years, and in post-menopausal wom- do the following HER
en. Atyounger ages, African Americans have a 24-11a.  [seek medical evaluation | Not Developed

. . 1
higher rate of OSA symptoms than whites. Receive follow up medical

24-11b. |care for long-term man- Not Developed
agement of their condition

Risk Factors

. . Potential National Data Source: National Health and

« Certain shapes of the palate and jaw Nutrition Examination Survey (NHANES), CDC, NCHS.
o Large tonsils and adenoids in children

o Large neck or collar size
o Large tongue
o Narrow airway

Local Data: No local data available.

» Nasal obstruction 24-12. Reduce the proportion of vehicular

« Recent weight gain crashes caused by persons with excessive
. sleepiness.

o Obesity

Target: 1.7 percent.

National Baseline: 2.9 percent of fatal motor
OSA symptoms can be managed. Avoiding alcohol vehicle crashes had excessive sleepiness listed as a
or sedatives at bedtime, using dental devices at cause of the accident in 2000.

night to keep the jaw forward, and weight manage- National Data Source: Fatality Analysis Reporting
ment are all techniques that may relieve symptoms System (FARS), Department of Transportation

of OSA. Surgery may also be an option to remove (DOT), National Highway Traffic Safety

tonsils in children or excess tissue at the back of Administration (NHTSA).

the throat in adults.
Local Data: No local data available.
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SAN DIEGO COUNTY
Chapter 25

Diseases

Healthy People 2010 Goal: Promote responsible sexual behaviors, strength-
en community capacity, and increase access to quality services to pre-
vent sexually transmitted diseases (STDs) and their complications.

More than 25 organisms have been found to cause STDs as a group share many risk factors, many of
sexually transmitted diseases (STDs), which are dis- which can be prevented through lifestyle changes.
eases spread primarily through sexual contact. The
most common bacterial diseases are chlamydia, STD Risk Factors®
gonorrhea, and syphilis. The most common viral dis-
eases are human papilloma virus, and genital herpes.! « Risky sexual behavior - including
In the United States alone, it is estimated that about multiple partners and unprotected sex.
19 million new infections occur each year.2 e« Substance and alcohol abuse

_ - « Poverty
Asa put_)llc healt_h prgblem, S_TDs are dlfﬁCL-ﬂt to_due « Lack of access to health care
to a variety of biological, social, and behavioral is-
sues. One biological issue is that many infections « Sexwork
are asymptomatic, and may only cause problems
after a significant lag time. Social and behavioral
issues that contribute to the spread of STDs include In general, African Americans and Hispanics have
poverty, substance abuse, sex work, risky sexual higher rates of STDs than Whites. Also, men who
behaviors, and poor access to health care. In addi- have sex with men have higher STD rates than the
tion, the secrecy and stigmatization of sexuality general population.

contribute to the failure to prevent, screen, diag-
nose, and treat STDs as part of routine, general
health.*

STDs can cause irreversible damage to the
reproductive system, cause several types of cancer,
and cause fetal and perinatal problems. STDs can
facilitate the transmission of HIV between an
HIV-positive person and his/her partner.!




Bacterial STDs include chlamydia, caused by Chla-
mydia trachomatis, gonorrhea, caused by Neisseria
gonorrhea, and syphilis, caused by Treponema pal-
lidum. Bacterial STDs are curable with antibiotics.

In 2009, over 1 million cases of Chlamydia were
reported in the United States, making it the most
commonly reported STD. Gonorrhea is the second
most common STD, with over 300,000 cases
reported in the United States in 2009.” The conse-
guences of these diseases are greater for women
than for men. In women, gonorrhea and chlamydia
can lead to pelvic inflammatory disease, tubal infer-
tility, ectopic pregnancy, and chronic pelvic pain.*

Syphilis is often called “the great imitator” because
the symptoms are difficult to distinguish from other
diseases. However, untreated syphilis can facilitate
the transmission of HIV from an HIV-positive person
to an uninfected partner.’ Congenital syphilis, when
the STD is transmitted from an infected woman to
her fetus, causes perinatal death up to 40% of the
time.* After birth, an infant with syphilis may have
seizures, be developmentally delayed, or die.’

erial STD Illness
and Disability

HP 2010 OBJectlves

25-1. Reduce the proportion of adolescents
and young adults with Chlamydia
trachomatis infections.

Target and National Baseline:

1997
J » J Baseline | 2010
... _|Reduction in Chlamydia tra-| (unless | Target
Plijaie chomatis infections noted)
Percent
he 14 Femalt?s aged '15 to 24‘yeart<. ‘ 50 3.0
attending family planning clinics
F I 1 24
25-1p, | cmalesaged15to24 122 | 30
years attending STD clinics
Males aged 15 to 24 years
25-1c. 15.7 3.0
¢ attending STD clinics
Females aged 24 years or 101
25-1d. [|younger enrolled in a Na- (2062) 6.8
tional Job Training Program

National Data Source: STD Surveillance System
(STDSS), CDC, NCHHSTP; United States Department
of Labor.

Local Data:

25-1a. In San Diego County, 13.2% of those tested
were positive for Chlamydia, among females aged
15 to 24 years attending family planning clinics in
20009.

25-1b. In San Diego County, 12.6% of those tested
were positive for Chlamydia, among females aged
15 to 24 years attending County of San Diego STD
clinics, in 2009.




25-1c. In San Diego County, 12.3% of those tested
were positive for Chlamydia, among males aged 15
to 24 years attending County of San Diego STD clin-
ics in 2009.

25-1d. Local Data: San Diego County data are not
directly comparable to the Healthy People 2010 ob-
jective. This is because the Healthy People 2010
target is a rate. San Diego County data point is the
number of reported cases only.

In San Diego County, 20 cases of Chlamydia, among
females aged 24 years and younger enrolled in a
National Job Training Program, were reported in
2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/STD/Hepatitis Branch,
Quest laboratory data—FPACT, 2009 Family Plan-
ning Annual Report; County of San Diego, Health
and Human Services Agency, Public Health Services,
Public Health Laboratory.

25-2. Reduce gonorrhea.
Target and National Baseline:

National Data Source: STD Surveillance System

County of San Diego, Health & Human Services
Agency, Community Health Statistics, 12/12/2011.

Figure 1. Estimated Gonorrheat Incidence
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(STDSS), CDC, NCHHSTP.
Local Data:

25-2a: In San Diego County, the rate of new
gonorrhea cases for the total population was 57.7
per 100,000 in 2009.

25-2b: In San Diego County, the rate of new
gonorrhea cases for females aged 15 through 44
years, was 42.5 per 100,000 in 2009.

Local Data Source: County of San Diego, Health and

Human Services Agency, HIV/STD/Hepatitis Branch,
Morbidity Database; SANDAG, Current Population
Estimates, 10/2010. Prepared by

*Source: County of San Diego, Health & Human Services Agency, HIV, STD and
Hepatitis Branch, Morbidity Database; SANDAG, Current Population.
¥ Source: CDC. Sexually Transmitted Disease Surveillance, 2004 and 2009.

25-3. Eliminate sustained domestic trans-
mission of primary and secondary syphilis.

Target: 0.2 cases per 100,000 population.

National Baseline: 3.2 cases of primary and second-
ary syphilis per 100,000 population occurred in
1997.

National Data Source: STD Surveillance System
(STDSS), CDC, NCHHSTP.

Local Data: In San Diego County, according to the
HIV/STD/Hepatitis Branch, the rate of primary and
secondary syphilis was 8.3 per 100,000 in 2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/STD/Hepatitis Branch,
Morbidity Database; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 12/12/2011.
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Viral STDs include genital herpes, Human papilloma-
virus, and HIV (described in Chapter 13). Viral STDs
are not curable by antibiotics.

Genital herpes is caused by either the herpes sim-
plex viruses type 1 (HSV-1) or type 2 (HSV-2).
However, most genital herpes is caused by HSV-2.
Herpes is transmitted between sexual partners
when an infected person has an outbreak sore or
ulcer that releases the virus. Herpes outbreaks can
be painful, and severe in persons who have sup-
pressed immune systems. People who have herpes
often suffer from emotional distress about having
the disease. Fatal infections can occur in babies who
get herpes in utero. Herpes is not curable, but med-
ical treatments can prevent or lessen the severity
and frequency of outbreaks.”

One in five adults in the
United States has
genital herpes!®

There are many strains of human papilloma virus
(HPV), most of which cause no symptoms, or cause
only genital warts. There are a few strains that are
responsible for majority of cervical cancers in wom-
en. These strains can also cause less common can-
cers: cancers of the vulva, vagina, anus and penis. The
danger of HPV infection is that it is usually asympto-
matic, and the cancers it causes are also often asymp-
tomatic until they are difficult to treat or cure.

ral STD Illness
and Disability

HP 2010 UBJ'ectl'ves

25-4. Reduce the proportion of adults with
genital herpes infection.

Target: 14 percent.

National Baseline: 17 percent of adults aged 20 to
29 years had genital herpes infection in 1988—94 (as
measured by herpes simplex virus type 2 [HSV-2]
antibody).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

25-5. (Not Developed) Reduce the propor-
tion of females with human papillomavirus
(HPV) infection.

Potential National Data Source: National Health
and Nutrition Examination Survey (NHANES), CDC,
NCHS.

Local Data: No local data available.




omplications

Women suffer more severe consequences from
STDs than men, including pelvic inflammatory
disease, ectopic pregnancy, infertility, and chronic
pelvic pain. They also are more susceptible to
infection from men, than men are from women.
This is possibly because male-to-female transmis-
sion is more efficient than transmission from
females to males.

In pregnant women, STDs can cause health
problems for the fetus or infant. STDs can be
transmitted through the placenta and cause brain,
spinal and sensory damage, or compromise the
fetal immune system. They may also cause compli-
cations of pregnancy such as spontaneous abortion,
stillbirth, premature rupture of the membranes, or
preterm delivery.

Cancer is also now known to be a complication of
some STDs. For example, HPV infections can cause
reproductive cancers in women and penile cancer in
men.

HP 201

25-6. Reduce the proportion of females who
have ever required treatment for pelvic
inflammatory disease (PID).

jectives

Target: 5 percent.

National Baseline: 8 percent of females aged 15 to
44 years required treatment for PID in 1995.

National Data Source: National Survey of Family
Growth (NSFG), CDC, NCHS.

Local Data: San Diego County data is not directly
comparable to the Healthy People objective. This
because San Diego County data reflects the actual
rate of new cases reported per 100,000 population.
Healthy People reflects the percent ever reporting
treatment for PID.

In San Diego County, the actual rate of new cases of
pelvic inflammatory disease was 5.7 per 100,000
population in 2009.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/STD/Hepatitis Branch,
Morbidity Database; SANDAG, Current Population
Estimates, 10/2010. Prepared by County of San Die-
go, Health & Human Services Agency, Community
Health Statistics, 12/12/2011.

25-7. Reduce the proportion of childless females
with fertility problems who have had a sexually

transmitted disease or who have required treat-
ment for pelvic inflammatory disease (PID).

Target: 15 percent.

National Baseline: 27 percent of childless
females aged 15 to 44 years with fertility
problems had a history of STDs or PID
treatment in 1995.




National Data Source: National Survey of Family
Growth (NSFG), CDC, NCHS.

Local Data: No local data available.

25-8. Reduce HIV infections in adolescent
and young adult females aged 13 to 24
years that are associated with heterosexual
contact.

Potential National Data Source: HIV/AIDS Surveil-
lance System, CDC, NCHSTP.

Local Data: In San Diego County, HIV is reportable
and data have been collected locally since 2006.
However, the data has not yet matured and hence
cannot yet be released.

25-9. Reduce congenital syphilis.
Target: 1 new case per 100,000 live births.

National Baseline: 28 new cases of congenital syph-
ilis per 100,000 live births were
reported in 1997.

National Data Sources: STD Surveillance System
(STDSS), CDC, NCHHSTP; National Vital
Statistics System-Natality (NVSS-N), CDC, NCHS.

Local Data: In San Diego County, according to
Maternal, Child, and Family Health Services and the
STD/HIV/Hepatitis Branch, the rate of congenital
syphilis was 26.7 per 100,000 live births in 2009.

Local Data Sources: CA, DHS, Center for Health
Statistics, Birth Statistical Master Files, County of
San Diego, Health & Human Services Agency Mater-
nal, Child and Family Health Services; County of San
Diego, Health and Human Services Agency, HIV, STD
and Hepatitis Branch, Morbidity Database; SANDAG,
Current Population Estimates, 10/2010. Prepared
by County of San Diego, Health & Human Services
Agency, Community Health Statistics, 12/12/2011.

25-10. This objective was deleted by the
Federal government at midcourse review.




sonal Behaviors

Effective prevention of STDs at the individual level
involves behavioral changes to eliminate or reduce
the risk of becoming infected. These include
abstinence or delay of intercourse (primarily among
adolescents), reduced number of partners, use of
physical barriers such as condoms, and chemical
protectants such as microbicides.

STDs are preventable!

o Practice abstinence

« Be faithful to one partner

o Use condoms and other barrier protec-
tive devices

o Get screened for STDs

o If female - get regular exams that in-
clude a Pap smear and HPV screening
and if young, get the HPV vaccine

« If infected - seek and complete treatment

W]EC ives

25-11. Increase the proportion of adoles-
cents who abstain from sexual intercourse
or use condoms if currently sexually active.

Target and National Baseline:

Increase proportion of student B 19 9/9 T2 010 ¢
Objective |in graded 9 through 12 who agseline| farge
report the following Percent
25-11a. |Never had sexual intercourse 50 56
bs 11b. If sexually experience.d, are not 57 30
currently sexually active
If currently sexually active, used
25-11c. [acondomthelasttimetheyhad| 58 65
sexual intercourse

National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data:

25-11a: According to the 2009 Youth Risk Behavior Survey
conducted in San Diego City Schools, 60.8% of high school
students reported they had not had sexual intercourse.

25-11b: San Diego County data are not directly com-
parable to the Healthy People 2010 objective. The
Healthy People 2010 data reflect recent sexual ac-
tivity amongst those who have ever had sex. San
Diego data reflect those recently sexually active
without mention of previous sexual intercourse.

According to the 2009 Youth Risk Behavior Survey conduct-
ed in San Diego City Schools, 72.3% of high school students
reported they had not had sexual intercourse with one or
more people during the past three months.




25-11c: According to the 2009 Youth Risk Behavior Survey
conducted in San Diego City Schools, 65.5% of high school
students who were sexually active had used a condom
during their last sexual intercourse.

Local Data Source: Centers for Disease Control and Preven-
tion, “2009 Youth Risk Behavior Surveillance System,”
http://www.cdc.gov/HealthyYouth/yrbs/index.htm
(accessed 8/2012).

25-12. This objective was deleted by the
Federal government at midcourse review.




School-based intervention and education programs
can be effective in shaping adolescent sexual
behavior that decreases STD risk. Mass media
campaigns have also helped raise awareness of
STDs and have brought about changes in behaviors,
available information, and attitudes about STDs.

Medically, services for screening, identifying and
treating individuals with STDs and their partners is
critical in reducing STD spread. In particular, new
diagnostic tests developed may be useful in quickly
screening high-risk populations. Use of the HPV
vaccine can dramatically decrease the rate of HPV
infections and complications in adolescents.

nity Protection and
Personal Health Services

HP 2010 UBJ'ectl'ves

25-13. Increase the proportion of Tribal,
State, and local sexually transmitted
disease programs that routinely offer hepa-
titis B vaccines to all STD clients.

Target: 90 percent.

National Baseline: 5 percent of STD programs (free-
standing facilities with the capacity to diagnose and
treat STDs) were State and local STD clinics that re-

ported all clients were eligible to receive the hepati-
tis B vaccine in 1998.

National Data Source: Survey of STD Programs, Na-
tional Coalition of STD Directors (NCSD).

Local Data: In San Diego County, 100% of the four
County STD and HIV clinics routinely offer hepatitis
B vaccines to all clients.

Local Data Source: County of San Diego, Health and
Human Services Agency, HIV/STD/Hepatitis Branch.

25-14. This objective was deleted by the
Federal government at midcourse review.

25-15. This objective was deleted by the
Federal government at midcourse review.




25-16. Increase the proportion of sexually
active females aged 25 years and under
who are screened annually for genital
chlamydia infections.

Target and National Baseline:
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SAN DIEGO COUNTY

Chapter 26

Healthy People 2010 Goal: Reduce substance abuse to protect the
health, safety, and quality of life for all, especially children.

Substance abuse is a pervasive problem in all
communities. Alcohol and other drug abuse has an
economic cost in excess of $275 billion which
includes health care, motor vehicle crashes, lost
productivity, crime and other adverse outcomes."

Alcohol use alone is responsible for approximately
100,000 deaths each year, and is widely used.*
Nearly half (44%) of adults can be defined as a
current drinker, which means having had 12 or
more drinks in a year. Among current drinkers, 46%
report being intoxicated at least once during the year.!
Alcohol use among adolescents is also common,
and age at onset is a predictor of later alcohol
addiction. ! This is alarming because long-term
alcohol abuse increases the risks for high blood
pressure, heart disorders, certain cancers, cirrhosis
of the liver, and stroke.

Other drugs frequently abused include marijuana,
hashish, cocaine, methamphetamine, inhalants, and
heroin. Drug dependence is a disorder which is
chronic and relapsing. People who are addicted
frequently abuse multiple drugs and alcohol,
engage in risky sexual and criminal activities, and
engage in other self-destructive behaviors. !

Injection drug users and those who have sex with
them are at high risk for sexually transmitted
diseases and HIV/AIDS, as well as Hepatitis B and C.
Cocaine and other substances can
trigger heart irregularities and heart

failure, as well as strokes. Further, long term drug abuse can
trigger depression, psychosis, and sexual dysfunction. *
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Prevention Strategies for Drug
Abuse Among Youth®

Raise awareness of health, social, and
legal consequences

Educate parents and other influential
adults to discuss the dangers of drug use
Encourage parental supervision and
monitoring

Employ environmental approaches
Provide alternative activities
Mobilize & empower communitie
Build skills & confidence
Strengthen families
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In addition to reducing alcohol and substance
abuse, reducing the adverse outcomes that result
from abuse is important. Alcohol and drug abuse is
responsible for numerous motor vehicle crashes,
particularly those which result in fatalities. Approxi-
mately one out of five traffic-related fatalities
among children under the age of 16 years are
alcohol-related.! Injuries from such crashes
contribute greatly to emergency department and
other medical costs.

In addition to injuries that result from alcohol abuse
are the medical consequences. Sustained alcohol
consumption is the main cause of cirrhosis of the
liver, which is one of the ten leading causes of death
in the United States.

Common drug induced-deaths include death due to drug
psychosis, suicide, accidental overdose, and homicide.

e Consequences of
Substance Use and Abuse

HP 2010 UBJ'ecu'ves

26-1a. Reduce deaths caused by alcohol-
related motor vehicle crashes.

Target: 4.8 deaths per 100,000 population.

National Baseline: 5.3 deaths per 100,000 popula-
tion occurred in 1998.

National Data Source: Fatality Analysis Reporting
System (FARS), DOT, NHTSA.

Local Data: No local data available.

26-1b, 26-1c, 26-1d: These objectives were
deleted by the Federal government at
midcourse review.

26-2. Reduce cirrhosis deaths.

Target: 3.0 deaths per 100,000 population (age-
adjusted).

National Baseline: 9.5 cirrhosis deaths per 100,000
population occurred in 1998 (age adjusted to the
year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem (NVSS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy people data. This is because
San Diego County data reflect an actual rate.
Healthy people data reflect an age-adjusted rate.

In San Diego County, the rate of cirrhosis deaths
was 9.8 per 100,000, in 20009.

Local Data Source: Death Statistical Master Files
(CA DPH), County of San Diego, Health & Human
Services Agency, EISB; SANDAG,




Current Population Estimates, 10/2010. Prepared by
County of San Diego, Health & Human Services Agency,
Community Health Statistics, 2011.

26-3. Reduce drug-induced deaths.

Target: 3.2 death per 100,000 population (age-
adjusted).

National Baseline: 9.6 drug-induced deaths per
100,000 population occurred in 1999 (age adjusted
to the year 2000 standard population).

National Data Source: National Vital Statistics Sys-
tem-Mortality (NVSS-M), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy people data. This is because
San Diego County data reflect an actual rate.
Healthy people data reflect an age-adjusted rate.

In San Diego County, the rate of drug-induced
deaths was 12.0 per 100,000 in 2009.

Local Data Source: Death Statistical Master Files (CA
DPH), County of San Diego, Health & Human Services
Agency, EISB; SANDAG, Current Population Estimates,
10/2010. Prepared by County of San Diego, Health &
Human Services Agency, Community Health Statistics,
2011.

26-4. Reduce drug-related hospital
emergency department visits.

Target: 349,810 visits per year.

National Baseline: 542,250 hospital emergency de-
partment visits were drug-related in 1998.

National Data Source: Drug Abuse Warning Net-
work (DAWN), SAMHSA.

Local Data: San Diego County data are not directly
comparable to Healthy people data. San Diego
County data reflect the rate of discharge per
100,000 population and includes only primary diag-
nosis. Healthy people data reflect number of visits.

In San Diego County, the rate of drug-related
emergency department discharges was 188.7 per
100,000 for all persons, in calendar year 2009.

Local Data Sources: Hospital Association of San Die-
go & Imperial Counties, Community Health Im-
provement Partners, and County of San Diego
Health & Human Services Agency, Public Health
Services Emergency Medical Services, Emergency
Department Discharge Database 2009 SANDAG,
Current Population Estimates, 10/2010. Prepared by
County of San Diego Health & Human Services Agen-
cy, Public Health Services, Community Health Statistics,
2011.

26-5. (Not Developed) Reduce alcohol-
related hospital emergency department visits.

Potential National Data Source: National Hospital Am-
bulatory Medical Care Survey (NHAMCS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy people data. This is because
Healthy people does not define the objective, but sug-
gests the rate of ED visits. San Diego County data re-
flect the rate of emergency department discharges, not
all visits and includes only primary diagnosis.

In San Diego County, the rate of alcohol-related
hospital emergency department discharges was
56.9 per 100,000 in calendar year 2009.

Local Data Sources: Hospital Association of San Die-
go & Imperial Counties, Community Health Im-
provement Partners, and County of San Diego
Health & Human Services Agency, Public Health
Services Emergency Medical Services, Emergency
Department Discharge Database 2009 SANDAG,
Current Population Estimates, 10/2010. Prepared by
County of San Diego Health & Human Services Agen-
cy, Public Health Services, Community Health Statis-
tics, 2011.

26-6. Reduce the proportion of adolescents
who report that they rode, during the
previous 30 days, with a driver who had
been drinking alcohol.

Target: 30 percent.
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National Baseline: 33 percent of students in grades 9
through 12 reported riding during the previous 30 days
with a driver who had been drinking alcohol in 1999.

National Data Source: Youth Risk Behavior
Surveillance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, according to the
2007 Youth Risk Behavior Survey, 27.7% of high
school students enrolled in San Diego City schools
had ridden in a car or other vehicle one or more
times during the past 30 days that was driven by
someone who had been drinking alcohol.

Note: 2009 data not available.

Local Data Source: Centers for Disease Control and
Prevention, “2007 Youth Risk Behavior Surveillance
System,” http://apps.nccd.cdc.gov/yrbss/
SelHealthTopic.asp?Loc=SA (accessed 9/2012).

26-7. (Not Developed) Reduce intentional
injuries resulting from alcohol- and illicit
drug-related violence.

Potential National Data Source: National Crime Vic-
timization Survey (NCVS), U.S. Department of Jus-
tice, Bureau of Justice Statistics.

Local Data: No local data available.

26-8. Reduce the cost of lost productivity in
the workplace due to alcohol and drug use.

Target and National Baseline:

Reduce lost future earn- 1998 2010
ings due to premature Baseline | Target

deaths, illness, institution-

Objective alization or hospitalization

and crime/ victimization Dollars per capita
due to the following
26-8a. |Due to alcohol abuse $468 $435
26-8b. |Due to drug abuse $360 $335

National Data Source: NIH, NIAAA.

Local Data: No local data available.
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Substance Use and Abuse

HP 2010 Objectives

26-9. Increase the age and proportion of ado-
lescents who remain alcohol and drug free.

Target and National Baseline:

Increase in Average Age of | Baseline | 2010

Objective [First Use in Adolescents (vear) Target
Aged 12 to 17 Years
Average Age in Years
26-9a. |Alcohol 13.0(2002) 16.1
26-9b. |Marijuana 13.6(2002) 17.4
26-9c.  |Alcoholic beverages 19 (1998) 29
26-9d.  |lllicit drugs 46 (1998) 56

National Data Sources: National Survey on Drug
Use and Health (NSDUH) SAMHSA; Monitoring the
Future Study (MTF), NIH, NIDA.

Local Data: No local data available.

26-10. Reduce past-month use of illicit substances.

Target and National Baseline:

Increase non-use or Reduce
proportion of adolescents 2002 | 2010

Objective|reporting use of specified sub-|Baseline| Target
stance during the past 30

days Percent
Increase proportion of adoles-

26-10a. [cents not using alcohol or illicit 78 91
drugs

26-10b. [Marijuana, 12-17 yrs (reduction) 8.2 0.7
26-10c. |Anyillicit drug, adults (reduction) 7.9 3.2

National Data Source: National Survey on Drug Use
and Health (NSDUH) SAMHSA.

Local Data: No local data available.
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26-11. Reduce the proportion of persons
engaging in binge drinking of alcoholic
beverages.

Target and National Baseline:

26-13. Reduce the proportion of adults who
exceed guidelines for low-risk drinking.

Target and National Baseline:

Reduction in proportion
of specified persons en-
gaging in binge drinking

Baseline 2010

Objective (vear) | Target

during specified time [ —

Reduction in Adults Ex- 1992 2010
Objective [ceeding Guidelines for Baseline | Target

Low-Risk Drinking Percent
26-13a. [Females 72 50
26-13b. [Males 74 50

Students during past 2 weeks

26-11a. |High school seniors 32 (1998) 11

26-11b. |[College students 39 (1998) 20

Adults and adolescents during past month

Adults aged 18 years and 24.3

26-11c. ider (2002) 13.4
Adolescents aged 12 to 10.7

26-11d. 3.2
17 years (2002)

National Data Sources: Monitoring the Future
Study (MTF), NIH, NIDA; National Survey on Drug
Use and Health (NSDUH) SAMHSA.

Local Data: No local data available.

26-12. Reduce average annual alcohol
consumption.

Target: 1.96 gallons.

National Baseline: 2.14 gallons of ethanol per per-
son aged 14 years and older were
consumed in 1997.

National Data Source: Alcohol Epidemiologic Data
System (AEDS), NIH, NIAAA.

Local Data: No local data available.

National Data Source: National Epidemiologic Sur-
vey on Alcohol and Related Conditions (NESARC),
NIH, NIAAA.

Local Data: No local data available.

26-14. Reduce steroid use among adolescents.

Target and National Baseline:

Reduction in Steroid Use | 1998 2010
Objective |[Among Adolescents in Baseline | Target

Past Year Percent
26-14a. [8th graders 1.2 0.4
26-14b. [10th graders 1.2 0.4
26-14c. [12th graders 1.7 0.4

National Data Source: Monitoring the Future Study
(MTF), NIH, NIDA.

Local Data: No local data available.

26-15. Reduce the proportion of adoles-
cents who use inhalants.

Target: 2.2 percent.

National Baseline: 4.4 percent of adolescents aged
12 to 17 years used inhalants in the past year in 2002.

National Data Source: National Survey on Drug Use
and Health (NSDUH) SAMHSA.

Local Data: No local data available.
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Age, gender, race/ethnicity, and sexual orientation
are all risk factors for alcohol and drug abuse. Ado-
lescents and young adults are more likely to abuse
alcohol and drugs, as are males. For example, nearly
15% of individuals 12 years and older reported
binge drinking in the previous month; two-thirds of
whom were male.!

Native Americans and Alaska Natives are more likely
than Whites to abuse alcohol, and Whites and
Hispanics are more likely to use alcohol or illicit
drugs than African Americans. Gay men and
lesbians are at an increased risk for alcohol and
drug abuse, as are children of substance abusers.

The social environment can play a role in the pre-
vention of substance use and abuse. Disapproval by
adults and peers, and educational programs that
emphasize the harm associated with substance use
can reduce the likelihood of abuse by minors and
young adults.

Risk of Substance
Use and Abuse

HP 2010 Objectives

26-16. Increase the proportion of adoles-
cents who disapprove of substance abuse.

Target and National Baseline:

Increase in Adolescents 1998 Base-| 2010
Objective |Who Disapprove of the line Target
following Percent
Having one or two alcoholic drinks nearly every day
26-16a. [8th graders 77 83
26-16b. [10th graders 75 83
26-16c. [12th graders 69 83
Trying marijuana or hashish once or twice
26-16d. [8th graders 69 72
26-16e. [10th graders 56 72
26-16f.  [12th graders 52 72

National Data Source: Monitoring the Future Study
(MTF), NIH, NIDA.

Local Data: No local data available.

26-17. Increase proportion of adolescents who per-
ceive great risk associated with substance abuse.

Target and National Baseline:

Increase proportion of adoles- [ 2002 | 2010
Objective |cents 12 —17 years perceiving | Baseline | Target

great risk from: Percent
b6-17a. Consumin':c,J >5 alcoholic drinks at 38 50
one occasion 1x or 2x/week
26-17b. [Smoking marijuana 1x/month 32 36
26-17c. |Using cocaine 1x/month 51 57

National Data Source: National Survey on
Drug Use and Health (NSDUH) SAMHSA.

Local Data: No local data available.
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Despite the well-known problem of substance
abuse in the United States, the true gap between
the number of persons who need treatment for
substance abuse and the number of persons who
are receiving treatment is unknown. Therefore,
national efforts are being conducted to estimate the
size of the gap, to develop strategies to improve
capacity, and to eliminate access barriers for those
in need of treatment. These strategies must
address the needs of special populations, including
adolescents, females, and the eIderIy.1

reatment for
Substance Abuse

HP 2010 UBJ'ecu'ves

26-18. Increase the proportion of persons
who need alcohol and/or illicit drug treat-
ment and received specialty treatment for
abuse or dependence in the past year.

Target and National Baseline:

Increase proportion of persons 2002 2010
aged 12 years and older who | Baseline | Target

Objective needed and received the speci-

fied treatment Percent
26-18a. [lllicit drug treatment 18 24
26-18b. [Alcohol & illicit drug treatment| 10 16

National Data Source: National Survey on Drug Use
and Health (NSDUH) SAMHSA.

Local Data: No local data available.




26-19. (Not Developed) Increase the
proportion of inmates receiving substance
abuse treatment in correctional institutions.

Proposed National Data Source: Survey of Inmates
in State and Federal Correctional Facilities and Sur-
vey of Inmates in Local Jails, Bureau of Justice Sta-
tistics, Department of Justice.

Local Data: San Diego County offers self-help, sub-
stance abuse education, process groups and group
therapy to inmates while in County correctional fa-
cilities.

26-20. Increase the number of admissions to sub-
stance abuse treatment for injection drug use.

Target: 256,680 admissions.

National Baseline: 215,560 admissions for injection
drug use were reported in 1997.

National Data Source: Treatment Episodes Data
System (TEDS), OAS, SAMHSA.

Local Data: San Diego County data are not directly
comparable to Healthy people data. San Diego
County data reflect the percent of admissions.
Healthy people data reflect number of admissions.

In San Diego County, 19% of all admissions at Coun-
ty-contracted substance abuse treatment facilities
were for injection drug use for calendar year 2009.

Local Data Source: County of San Diego, Health &
Human Services Agency, Behavioral Health Services,
SanWITS, 2010.

26-21. Increase the proportion of persons
who needed and received specialty
treatment for alcohol abuse or dependence
in the past year.

Target: 11.9 percent.

National Baseline: 8.3 percent of persons aged 12
and older needed and received specialty treatment
for alcohol in 2002.

National Data Source: National Survey on Drug Use
and Health (NSDUH) SAMHSA.

Local Data: No local data available.




and Local Efforts

State and local efforts need to focus on substance
abuse prevention and treatment. Prevention
programs need to be culturally appropriate, and
must address reasons that individuals abuse drugs
and alcohol. Minors should be a particular focus of
effort. Community partnerships with public health
organizations, faith-based and other non-profit
organizations, schools, and law enforcement can all
offer significant assistance at the local level.

HP E!HH zssjectlves

26-22. (Not Developed) Increase the propor-
tion of persons who are referred for follow-
up care for alcohol problems, drug prob-
lems, or suicide attempts after diagnosis or
treatment for one of these conditions in a
hospital emergency department.

Target and National Baseline:

Increase proportion of persons | 1995 | 2010
referred for follow-up care after | Baseline | Target
Objective |diagnosis or treatment for speci-
fied problems in a hospital emer-
gency department

Percent

26-22a. |Alcohol or drug problems
26-22b. [Suicide attempt

Developmental

Developmental

Proposed National Data Source: National Hospital
Ambulatory Medical Care Survey, (NHAMCS), CDC,
NCHS.

Local Data: No local data available.

26-23. (Not Developed) Increase the
number of communities using partnerships
or coalition models to conduct comprehen-
sive substance abuse prevention efforts.

Proposed National Data Source: National Anti-Drug
Coalition Institute Registry and Annual Survey
(NADCIRAS), SAMHSA, ONDCP, Community Anti-
Drug Coalitions of America.

Local Data: The County of San Diego does use
partnerships to conduct comprehensive
substance abuse prevention.
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26-24. Extend administrative license rev- W

ocation laws, or programs of equal effec-

tiveness, for persons who drive under the 1 U.S. Department of Health and Human Services. “Substance

inﬂuence Of intoxicants. Abuse” in Healthy People 2010. 2nd ed. With Understanding
and Improving Health and Objectives for Improving Health. 2

Target: 51 States and the District of Columbia. vols. Washington, DC: U.S. Government Printing Office,

November 2000. http://www.healthypeople.gov/2010/
document/pdf/Volume2/26Substance.pdf,

National Baseline: 41 States and the District of Co-
lumbia had administrative license

revocation laws for persons who drive under the
influence of intoxicants in 1998.

National Data Source: DOT, NHTSA.

(Accessed August 23, 2012).

Local Data: In California, according to the California
Department of Public Health, there is a statewide
law requiring administrative license revocation, or
programs of equal effectiveness, for persons who
drive under the influence of intoxicants, which ap-
plies to San Diego County.

Local Data Source: California Department of Public
Health, “Healthy California 2010 Report,” http:
www.cdph.ca.gov/data/indicators/goals/Pages/

default.aspx/ (accessed 1/2009).

26-25. Extend legal requirements for max-
imum blood alcohol concentration levels
of 0.08 percent for motor vehicle drivers
aged 21 years and older.

Target: 51 States and the District of Columbia.

National Baseline: 16 States had legal requirements
for maximum blood alcohol concentration levels of
0.08 percent for motor vehicle drivers aged 21 years
and older in 1998.

National Data Source: DOT, NHTSA.

Local Data: In California, according to the California
Department of Public Health, legal requirements
exist for maximum blood alcohol concentration lev-
els of 0.08 percent for motor vehicle drivers aged 21
years and older, which applies to San Diego County.

Local Data Source: California Department of Public
Health, “Healthy California 2010 Report,” http:
www.cdph.ca.gov/data/indicators/goals/Pages/

default.aspx/ (accessed 1/2009).
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Tobacco Use

SAN DIEGO COUNTY

Chapter 27

Healthy People 2010 Goal: Reduce illness, disability, and death related
to tobacco use and exposure to secondhand smoke.

Tobacco use, whether smoking cigarettes, cigars or
chewing smokeless tobacco, is the leading prevent-
able cause of death in the United States."

Quitting smoking greatly reduces the
risk of dying prematurely!?

Nationally, tobacco use causes more than 430,000
deaths per year among adults®, and will be respon-
sible for the premature deaths of 5 million people

who are currently under 18 years.*

There are more than 4,000 chemicals in tobacco
smoke; 43 of which are known carcinogens.” The use of
tobacco causes heart disease, chronic lung disease, and
several types of cancer including lung and bladder.

Exposure to secondhand smoke can pose significant
health risks as well. In addition to increased risks of
heart disease, lung disease, and cancer, exposure to
secondhand smoke increases the risk of lower respira-
tory tract infections in children. Additionally, asthma
and other respiratory conditions are made worse by
secondhand smoke.

The prevalence of adult smoking declined substan-
tially between the 1960s and the 1990s, but leveled
off in the late 1990s to approximately 25%." Smoking
usually begins in adolescence, and may increase the
likelihood of other drug use. Over 80% of adults began

smoking as minors, and more than half smoked dain.1

Stopping adolescents from smoking has, and should
continue to be, a major prevention effort as there is
now overwhelming evidence that nicotine in
tobacco is highly addictive." Smoking cessation for
pregnant women also merits major prevention
efforts. Pregnant women who smoke have an in-
creased risk of spontaneous abortion, giving birth to
low birth weight infants and losing their children to
sudden infant death syndrome.l’2

Preventing and reducing tobacco use has gradually
become focused on population-based interventions
instead of targeting individuals. Interventions
include preventing smoking initiation, reducing ex-
posure to secondhand smoke, and creating policy
change that promotes smoking cessation.”

Research has shown that programs that address
smoking and tobacco use in multiple ways have
been most effective in reducing the use of ciga-
rettes. Policy changes at the state level, including
in California, have increased cigarette taxes and
designated a portion to tobacco control programs.
These have also been shown to be effective. In
addition, the incorporation of antismoking
campaigns have increased the success rate of
legislative changes.1
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There are several population groups that are more
likely to use tobacco. For example, men are more
likely to smoke than women. Native Americans,
Alaskan Natives, and Hispanics are more likely than
Whites to use tobacco. Asians and Pacific Islanders
as a group are less likely to smoke, although there is
considerable variation among Asian subgroups.*

Gay men and lesbians have been shown to smoke at
higher rates than heterosexuals. Additionally,
individuals with lower education are more likely to
smoke than those with higher levels of education.’

There are considerable disparities in smoking rates
among adolescents. Both White males and White
females have a higher prevalence of smoking than
African American adolescents. However, the preva-
lence of smoking among African American males
has been increasing. *

Risk factors for the initiation of tobacco use among
minors include low socioeconomic status, peer
pressure, easy access to tobacco products, adult
family smoking models, and lack of parental
involvement. Individuals with low self-esteem, or
who believe that tobacco use is beneficial in some
way, also are more likely to initiate tobacco use.

Tobacco Use in
Population Groups

HP 2010 Objectives

27-1. Reduce tobacco use by adults.

Target and National Baseline:

Reduction in Tobacco Use| 1998 2010
Objective |by Adults Aged 18 Years |Baseline* | Target

and Older Percent
27-1a. [Cigarette smoking 24 12
27-1b.  [Spit tobacco 2.5 0.4
27-1c.  |[Cigars 2.4 1.2

*Age adjusted to the year 2000 standard population.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: San Diego County data are not directly
comparable to Healthy people data. This is because
San Diego County data reflect actual percent. The
Healthy People objective reflects age-adjusted percent.

27-1a: In San Diego County, according to the 2009
California Health Interview Survey, 35% of adults
reported smoking 100 cigarettes in their lifetime
and who now report smoking cigarettes every day
or some days.

27-1b: No local data available.
27-1c: No local data available.

Local Data Source: UCLA Center for Health Policy
Research, “2009 California Health Interview Sur-
vey,” http://www.chis.ucla.edu/ (accessed 9/2012).

27-1d: This objective was deleted by
the Federal government at midcourse
review.
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27-2. Reduce tobacco use by adolescents.

Target and National Baseline:

27-3. Reduce the initiation of tobacco use
among children, adolescents and young

adults.

Target and National Baseline:

2002 2010
Objective Baseline | Target
Rate per 1,000 person-

years exposure

27-3a.

Children and adolescents
aged 12 to 17 years

100.1

81.2

27-3b.

Young adults aged 18 to
25 years

59.6

48.1

1999

Reduction in Tobacco Use| Baseline 2010
Objective by Students in Grades 9 (unless Target

Through 12 noted)

Percent

b794. Tobacco products (past 40 91

month)
27-2b. |Cigarettes (past month) 35 16
27-2c.  |Spit tobacco (past month) 8 1
27-2d. |Cigars (past month) 18 8
27-2e. |Bidis (past month) 4 (2000) 2

National Data Sources: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP; National
Youth Tobacco Survey, American Legacy Foundation
and Centers for Disease Control and Prevention (CDC).

Local Data:

27-2a: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 14.1% of high school
students enrolled in San Diego City schools had
smoked cigarettes or cigars, used chewing tobacco,
snuff or dip on one or more of the past 30 days.

27-2b: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 11.7% of high school
students enrolled in San Diego City schools had smoked
cigarettes on one or more of the past 30 days.

27-2c: No local data available.

27-2d: In San Diego County, according to the 2009
Youth Risk Behavior Survey, 9.1% of high school
students enrolled in San Diego City schools smoked
cigars, cigarillos, or little cigars on one or more of
the past 30 days.

27-2e: No local data available.

Local Data Source: Centers for Disease Control and
Prevention, “2009 Youth Risk Behavior Surveillance
System,” http://www.cdc.gov/HealthyYouth/yrbs/
index.htm (accessed 8/2012).

National Data Source: National Survey on Drug Use

and Health (NSDUH), SAMHSA.

Local Data: No local data available.

27-4. Increase the average age of first use
of tobacco products by adolescents and
young adults.

Target and National Baseline:

2002 2010

P in A A ]
Objective r{crease in Average Age of | Baseline Target
First Tobacco Use Average age of first

cigarette use

27-4a.

Adolescents aged 12 to
17 years

12

14

27-4b.

Young adults aged 18 to

25 years

14

16

National Data Source: National Survey on Drug Use
and Health (NSDUH), SAMHSA.

Local Data: No local data available.
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ion and Treatment

The majority of current smokers (70%) want to quit,
but only 2.5% actually quit each year.! Smokers
who quit before they are 50 years old have half the
risk of dying in the next 15 years when compared to
people who continue to smoke past age 50."

Therefore, it is essential that tobacco control efforts
continue to support the treatment and cessation of
smoking. Research has shown that interventions
such as counseling by a physician, individual and
group counseling, telephone help lines, and nicotine
replacement therapy can all be effective in assisting
smokers to quit. Health insurance that covers the
cost of smoking cessation efforts is also very im-
portant for smokers who wish to quit.*

HP 201

27-5. Increase smoking cessation attempts
by adult smokers.

jectives

Target: 75 percent (age-adjusted).

National Baseline: 41 percent of adult smokers
aged 18 years and older stopped smoking for 1 day
or longer because they were trying to quit in 1998
(age adjusted to the year 2000 standard popula-
tion).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

27-6. Increase smoking cessation during
pregnancy.

Target: 30 percent.

National Baseline: 14 percent of females aged 18 to
49 years stopped smoking during the first trimester
of their pregnancy in 1998.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

27-7. Increase tobacco use cessation attempts
by adolescent smokers.

Target: 64 percent.

National Baseline: 61 percent of ever-daily
smokers in grades 9 through 12 had tried to quit
smoking in 2001.




National Data Source: Youth Risk Behavior Surveil-
lance System (YRBSS), CDC, NCCDPHP.

Local Data: In San Diego County, according to the
2009 Youth Risk Behavior Survey, 51.0% of high
school students enrolled in San Diego City schools
who were current smokers had tried to quit
smoking during the past 12 months.

Local Data Source: Source: Centers for Disease Con-
trol and Prevention, “2009 Youth Risk Behavior Sur-
veillance System,” http://www.cdc.gov/
HealthyYouth/yrbs/index.htm (accessed 8/2012).

27-8. Increase insurance coverage of evidence-
based treatment for nicotine dependency.

Target and National Baseline:

Increas; Z; {gsuranBce CZV— Baseline 2010
.. |erage of Evidence-Base
ear Target
GiSCtis Treatment for Nicotine (year) o
Dependency Percent
75 (1997
27-8a. [M d izati 100
a anaged care organizations |~ 1998)
Number
Medicaid programs in 24
27-8b. [States and the District of 51
. (1998)
Columbia

National Data Sources: Addressing Tobacco in Man-
aged Care: 1997-98 Health Plan Survey (ATMC),
Robert Wood Johnson Foundation; Health Policy
Tracking Service, National Conference of State Leg-
islators.

Local Data: No local data available.

27-8c: This objective was deleted by the
Federal government at midcourse review.
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Secondhand smoke, also known as environmental
tobacco smoke, refers to the smoke released from
the combustion of tobacco products. It is as
dangerous as direct smoking, and causes major
diseases such as heart disease and cancer in
nonsmokers. >°

More than 125 million people are exposed at home,
work, in vehicles, and in public places. Children are
particularly at risk: one out of four children aged 3
to 11 years live with at least one smoker.
Unfortunately, smokers can be resistant to banning
smoking inside the household. Laws that regulate
smoking in the workplace and in public spaces have
been widely successful, but it is important that
tobacco control efforts also address secondhand
smoke exposure in the home and in vehicles.

Exposure to
Secondhand Smoke

HP 2010 Objectives

27-9. Reduce the proportion of children
who are regularly exposed to tobacco
smoke at home.

Target: 6 percent.

National Baseline: 20 percent of children aged 6
years and under lived in a household where some-
one smoked inside the house at least 4 days per
week in 1998.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

27-10. Reduce the proportion of nonsmok-
ers exposed to environmental tobacco
smoke.

Target: 63 percent (age-adjusted).

National Baseline: 88 percent of nonsmokers aged
4 years and older had a serum cotinine level above
0.10 ng/mL in 1988-94 (age adjusted to the year
2000 standard population).

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.




27-11. Increase smoke-free and tobacco-
free environments in schools, including all
school facilities, property, vehicles, and
school events.

Target: 100 percent.

National Baseline: 37 percent of middle, junior
high, and senior high schools were smoke-free and
tobacco-free in 1994.

National Data Source: School Health Policies and
Programs Study (SHPPS), CDC, NCCDPHP.

Local Data: No local data available.

27-12. Increase the proportion of persons
covered by indoor worksite policies that
prohibit smoking.

Target: 100 percent.

National Baseline: 69 percent of worksites with 50
or more employees had formal smoking policies
that prohibited or limited smoking to separately
ventilated areas in 1998-99.

National Data Source: Current Population Survey
(CPS), U.S. Bureau of the Census and U.S. Bureau of
Labor Statistics.

Local Data: No local data available.

27-13. Establish laws on smoke-free indoor
air that prohibit smoking in public places
and worksites.

Target and National Baseline:

1998 2010
Objective Baseline | Target
Number

States and the District of

Columbia
27-13a. [Private workplaces 0 51
27-13b. [Public workplaces 10 51
27-13c. [Restaurants 1 51
27-13d. [Public transportation 15 51
27-13e. [Day care centers 20 51
27-13f. [Retail stores 6 51
27-13g. [Tribes Developmental
27-13h. [Territories Developmental
27-13i. |Bars o | =1

National Data Source: State Tobacco Activities
Tracking and Evaluation System (STATE System),
CDC, NCCDPHP, OSH.

Local Data: Objective not applicable to local
jurisdictions.




There are several important social and environmen-
tal changes pertinent to tobacco control efforts.
Restricting the availability of tobacco products to
minors is central to tobacco control, since most
adults started smoking before the age of 18 years.
Although all States prohibit selling tobacco products
to minors, stores still routinely sell products without
requiring evidence of age.

Other control efforts implemented over the years
include warning labels on tobacco products,
restriction of tobacco advertising, and anti-smoking
and anti-secondhand smoke media campaigns
directed at both adults and children. In addition,
antismoking education incorporated into school
curricula has been shown to be effective in both re-
ducing smoking initiation and increasing the age at
which smoking is initiated. *

Social and Environmental
Changes

HP 2010 Objectives

27-14. Reduce the illegal sales rate to
minors through enforcement of laws
prohibiting the sale of tobacco products to
minors.

Jurisdictions With a 5 Per-| 1998 2010
Objective|cent or Less Illegal Sales | Baseline | Target
Rate to Minors Number
b7-14a. States a.nd the District of 0 51
Columbia
27-14b. [Territories 0 7

Target and National Baseline:

National Data Source: State Synar Enforcement
Reporting, SAMHSA, CSAP.

Local Data: Objective is not applicable to local juris-
dictions.

27-15. Increase the number of States and
the District of Columbia that suspend or
revoke State retail licenses for violations of
laws prohibiting the sale of tobacco to
minors.

Target: 51 States and the District of Columbia.

National Baseline: 34 States with some form of
retail licensure could suspend or revoke the license
for violation of minors’ access laws in 1998.

National Data Source: State Tobacco Activities
Tracking and Evaluation System (STATE System),
CDC, NCCDPHP, OSH.

Local Data: Objective is not applicable to local
jurisdictions.
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27-16. Reduce the proportion of adoles-
cents and young adults who are exposed to
tobacco advertising and promotion.

27-18. Increase the number of States and
the District of Columbia, Territories, and
Tribes with sustainable and comprehensive

Target and National Baseline:

evidence-based tobacco control programs.

Target and National Baseline:

Reduce the proportion of

adolescents in grades 6 2000 2010
Objective Z;rs ZL:J'gt,:) 1;7 :}ZZ ;vrv 7:;' Baseline | Target

types of tobacco advertis-

ing and promotion Percent
27-16a. [Internet 28 25
27-16b. |Magazine and newspaper 74 67

National Data Source: National Youth Tobacco Sur-
vey (NYTS), American Legacy Foundation.

Local Data: No local data available.

I'nc.rea'se' the nL.lmber of. 2002 2010

urisdictions with sustain- Soeellie | T
Objective |able and comprehensive

evidence-based tobacco

control programs Number
h7-18a. States a.nd the District of c c1

Columbia
27-18b. [Territories Developmental
27-18c. [Tribes Developmental

National Data Source: State Tobacco Activities
Tracking and Evaluation System (STATE System),
CDC, NCCDPHP, OSH.

27-17. Increase adolescents’ disapproval of
smoking.

Target and National Baseline:

Local Data: Objective is not applicable to local juris-
dictions.

27-19. Eliminate laws that preempt strong-

Increase proport'ion Of 1998 2010
Objective adolescents in' specified | Bgseline | Target

grades who disapprove of|

lpeople smoking

Percent

27-17a. |8th grade 80 95
27-17b. |10th grade 75 95
27-17c. |12th grade 69 95

National Data Source: Monitoring the Future Study
(MTF), NIH, NIDA.

Local Data: No local data available.

er tobacco control laws.

Target: O States.

National Baseline: 28 States had preemptive tobac-
co control laws in the areas of clean indoor air, mi-
nors’ access laws, or marketing in 1998.

National Data Source: State Tobacco Activities
Tracking and Evaluation System (STATE System),
CDC, NCCDPHP, OSH.

Local Data: No local data available.
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27-20. Reduce the sales-weighted average
level of toxic chemicals in tobacco products
sold in the United States.

Target and National Baseline:

Reduce the average level | Baseline 2010
s of specified sul?stance in (vear) Target
the smoke of cigarettes Nanograms per
sold in the US cigarette
Tobacco-specific nitrosa- 121.5
27-20a. 109.4
& Imines (2003)
Polyaromatic hydrocar- 993.7
27-20b. 894.3
bon compounds (PAHSs) (2003)
Micrograms per cig-
arette
\Volatile organic com- 707.0
27-20c. 636.3
 lpounds (VOCs) (2002)

National Data Sources: Office on Smoking and
Health, NCCDPHP, CDC; and Division of Laboratory
Sciences, NCEH, CDC.

Local Data: No local data available.

27-21. Increase the average Federal and
State tax on cigarettes and expand the

number of States with higher smokeless
tobacco taxes over the decade.

Target and National Baseline:

Objective

Increase in Combined
Federal and Average
State Tax

Baseline
(vear)

2010
Target

Mean combined
Federal and State cig-
arette tax

27-21a.

Cigarettes

$0.63*
(1998)

$2.00

Number of jurisdictions
that have increased
smokeless tobacco taxes|

National Data Source: The Tax Burden on Tobacco,
The Tobacco Institute. State Tobacco Activities
Tracking and Evaluation System (STATE), CDC,
NCCDPHP, OSH.

Local Data: No local data available.
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Smokeless tobacco

3
(2000-01)

+

51

*24 cent Federal tax; 38.9 cent average State tax in 1998.

'2.7 cent Federal tax in 1999; 7 States and the District of Co-
lumbia did not tax smokeless tobacco products in 1999.
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SAN DIEGO COUNTY
Chapter 28

Vision and Hearing

Healthy People 2010 Goal: Improve the visual and hearing health of the
Nation through prevention, early detection, treatment, and rehabilitation.

Vision and hearing are the two most important senses used in interacting with the environment. They allow
communication through language, whether spoken or read. They are critical to performing most work and
recreational tasks, and are major influences on a person’s quality of life. Whether sudden or chronic, loss of
these senses can be debilitating and disabling. Preventing the loss of vision and hearing are important
objectives for public health organizations.

28-1



In the United States, approximately 80 million
residents have diseases that can result in blindness,
while another 4 million have low vision, are legally
blind, or visually impaired.' Leading causes of
blindness are diabetes, cataracts, glaucoma, and
age-related macular degeneration. Early diagnosis
and treatment can prevent vision loss in the
majority (over 90%) of patients.

Most people with visual impairment are over 65
years of age, and most are women, but only
because women live longer than men. African
Americans have a higher risk of visual impairment
than Whites of the same socioeconomic status.
Hispanics have a higher risk of type 2 diabetes, and
thus have a higher rate of vision-related
complications. Asian children are at higher risk of
myopia (nearsightedness) than other racial/ethnic
groups.'

Blindness and vision loss can be prevented or halted
with early detection and screening. Early
intervention through regular examinations should
be emphasized, because most eye diseases are
without symptoms until vision is already lost.

o vision

HP 2010 UBJ'ectl'ves

28-1. Increase the proportion of persons
who have a dilated eye examination at ap-
propriate intervals.

Target: 58 percent (age-adjusted).

National Baseline: 55 percent of adults aged 18
years and older reported having a dilated eye exam
within the past two years in 2002 (age adjusted to
the year 2000 standard population).

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

28-2. Increase the proportion of preschool
children aged 5 years and under who re-
ceive vision screening.

Target: 52 percent.

National Baseline: 36 percent of children aged 5
years and under had ever had their vision tested in
2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.
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28-3. Reduce uncorrected visual impairment
due to refractive errors.

Target: 92.9 rate per 1,000 population (age adjusted).

National Baseline: Rate of 110.7 per 1,000 persons
aged 12 years and older had better-eye distance
vision test at 20/30 or worse and improved to 20/25
or better after objective auto-refraction in the 1999-
2000 survey cycle (age adjusted to the year 2000
standard population).

National Data Source: National Health National
Health and Nutrition Examination Survey (NHANES),
CDC, NCHS.

Local Data: No local data available.

28-4. Reduce blindness and visual impair-
ment in children and adolescents aged 17
years and under.

Target: 18 per 1,000 children and adolescents aged
17 years and under.

National Baseline: 24 per 1,000 children and ado-
lescents aged 17 years and under were blind or vis-
ually impaired in 1997.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

28-5. Reduce visual impairment due to di-
abetic retinopathy.

Target: 40.9 rate per 1,000 population (diabetics)
(age adjusted).

National Baseline: Rate of 45.8 per 1,000 persons
aged 18 years and older with diabetes reported
they have trouble seeing and were also told they
had diabetic retinopathy in 2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

28-6. Reduce visual impairment due to
glaucoma.

Target: 10.7 rate per 1,000 population (age adjusted).

National Baseline: Rate of 13.5 per 1,000 persons
aged 45 years and older reported they have trouble
seeing and were also told they had glaucoma in
2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

28-7. Reduce visual impairment due to cat-
aract.

Target: 91.4 rate per 1,000 population (age adjust-
ed).

National Baseline: Rate of 119.3 per 1,000 persons
aged 65 years and older reported they have trouble
seeing and were also told they had cataracts in
2002.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.
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28-8. Reduce occupational eye injury.

Target and National Baseline:

28-10. Increase visual rehabilitation.

Target and National Baseline:

Objective

Reduce occupational eye
injuries resulting in lost
work days or emergency
department treatment as
specified

Baseline | 2010
(vear) Target
Rate per 10,000 full-

time workers

4.8

28-8a. [Lost work days (2002) 3.4
Treatment in emergen-| 21.0

28-8b. cy departments (1999) 14.7

Increase rate of rehabili- 2002 2010
Objective tation use as specified by | Baseline | Target
persons aged 18 years Rate per 1,000 popu-
and older lation, age adjusted
98-10a. Rehr?\bllltat!on sgrwces 14.0 155
by visually impaired
»3-10b. Visual & adaptive devices 29 26

by visually handicapped

National Data Sources: Survey of Occupational Inju-
ries and llinesses (SOII), Bureau of Labor Statistics
(BLS), U.S. Department of Labor. National Electron-
ic Injury Surveillance System (NEISS), Consumer
Product Safety Commission (CPSC) and National Insti-
tute for Occupational Safety and Health (NIOSH), CDC.

Local Data: No local data available.

28-9. Increase the use of personal protec-
tive eye wear in recreational activities and
hazardous situations around the home.

Target and National Baseline:

Increase proportion of per- | 5002 2010

sons of specified ages who | g cofine Target
Objective |wear eye protection when

engaging in activities that

can cause eye injury Percent
28-9a. [Children aged 6-17 years 15 20
H8-9b. Adults aged 18 years and 33 37

older

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS.

Local Data: No local data available.




Twenty-eight million people in the United States are
deaf or have problems hearing.! Deafness and
hearing impairment can be a result of genetics,
disease, medication, noise, or trauma to the ear.
Hearing loss increases in prevalence and severity
with age.

Hearing is a key factor in the development of
spoken language during childhood. Thus, identify-
ing hearing loss in children is very important. Many
hearing problems result from common sources such
as infections and noise or trauma.’

Middle ear infection, known as otitis media, is the
most frequent reason for emergency department
visits for children. Substantial health care costs are
attached to treating these infections, and repeated
infections impair normal hearing during a time that
is critical for the acquisition of speech.

Sustained noise and trauma to the inner ear can
cause irreversible hearing loss. Approximately 10
million people have already suffered permanent
hearing loss, and another 30 million suffer from dai-
ly noise that is loud enough to cause injury.’ Cer-
tain occupations, such as carpentry, plumbing and
mining have higher risks for hearing loss.

Hearing loss is a preventable condition, and public
education can and should promote healthy behav-
iors to reduce noise-induced hearing loss. The
development in new assistive technologies can
improve the health of those who have already
experienced hearing loss."

Hearing

HP 2010 Objectives

28-11. Increase the proportion of newborns
who are screened for hearing loss by age 1
month, have audiologic evaluation by age 3
months, and are enrolled in appropriate
intervention services by age 6 months.

Target and National Baseline:

Increase proportion of 2001 2010
Objective children receiving services| Baseline | Target

as specified Percent

Screening for hearing loss 66 20

28-11a. | ofore age 1 month

Audiologic evaluation
before age 3 months 56
among infants with

possible hearing loss

28-11b. 70

Enrollment of infants
with confirmed hearing
loss for intervention 57 85
services before age 6
months

28-11c.

National Data Source: Directors of Speech and
Hearing Programs in State Health and Welfare
Agencies (DSHPSHWA), Early Hearing Detection and
Intervention (EHDI) Program, CDC, NCBDDD.

Local Data: No local data available.

1
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28-12. Reduce otitis media in children and
adolescents.

Target: 294 visits per 1,000 children and adoles-
cents under age 18 years.

National Baseline: 344.7 visits per 1,000 children
and adolescents under age 18 years were for otitis
media in 1997.

National Data Sources: National Ambulatory Medi-
cal Care Survey (NAMCS), CDC, NCHS; National Hos-
pital Ambulatory Medical Care Survey (NHAMCS),
CDC, NCHS.

Local Data: No local data available.

28-13. Increase the proportion of persons
with hearing impairments who have ever
used a hearing aid or assistive listening
devices or who have cochlear implants.

Target and National Baseline:

28-14. Increase the proportion of persons
who have had a hearing examination on
schedule.

Target and National Baseline:

Increase in proportion of 1999-20001 2010
persons as specified who | ggseline Target

Objective |have had a hearing exam-
ination within the past 5 Percent
years

28-14a. [Adults aged 20- 69 years 29 34
Adults aged 70 years and

28-14b. older 29 34
Adolescents aged 12-19

28-14c. Vears Not Developed

Increase use of assistive 2001 2010
Objective d€vises in those with Baseline | Target
J hean"ng impairments as Rate per 1,000
specified population
Adults aged 20 to 69
28-13a. |years with hearing loss 149.6 155.0
who have ever used a
Persons who are deaf or
) very hard of hearing who
28-13b. have new cochlear 51 56
implants

Adults aged 70 years and
older with hearing loss
who have ever used a
hearing aid

28-13c. Not Developed

Adults aged 70 years and
older with hearing loss
who use assistive
listening devices

28-13d. Not Developed

National Data Sources: National Health Interview
Survey (NHIS), CDC, NCHS; National Health and Nu-
trition Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

National Data Source: National Health and Nutri-
tion Examination Survey (NHANES), CDC, NCHS.

Local Data: No local data available.

28-15. This objective was deleted by the
Federal government at midcourse review.




28-16. Increase the use of ear protection devices. References

Target and National Baseline:
1 U.S. Department of Health and Human Services. “Vision and

Increase the rate of use 199920000 2010 Hearing” in Healthy People 2010. 2nd ed. With Understanding
o ofh_earlng protection Baseline | Target and Improving Health and Objectives for Improving Health. 2
Objective |devices (ear plugs, ear ls. Washi DC: US. G Printing Office. N
muffs) when exposed to Rate per 1,000 vols. Washington, DC: U.S. Government Printing Office, No-
loud sounds or noise population vember 2000. http://www.healthypeople.gov/2010/
)8-164. Adults aged 20 to 69 4570 4870 document/pdf/Volume2/28Vision.pdf, (Accessed August 23,
years 2012).
Adolescents aged 12 to
28-16b. 19 years Not Developed

National Data Source: National Health Interview
Survey (NHIS), CDC, NCHS

Local Data: No local data available.

28-17. Reduce the proportion of
adolescents who have elevated hearing
thresholds, or audiometric notches, in high
frequencies (3, 4, or 6 kHz) in both ears,
signifying noise-induced hearing loss.

Target: 34.7 rate per 1,000 population, aged 12 to 19 years.

National Baseline: Rate of 46.4 per 1,000 popula-
tion had an audiometric notch in both ears in the
1988-94 survey cycle.

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: No local data available.

28-18. Reduce the proportion of adults who have
elevated hearing thresholds, or audiometric
notches, in high frequencies (3, 4, or 6 kHz) in both
ears, signifying noise-induced hearing loss.

Target: 34.7 rate per 1,000 population, aged 20 to
69 years.

National Baseline: Rate of 46.4 per 1,000 popula-
tion had an audiometric notch in both ears in the
1988-94 survey cycle.

National Data Source: National Health and Nutri-
tion Examination (NHANES), CDC, NCHS.

Local Data: No local data available.
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